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A SURVEY OF METHODS USED TO PRODUCE. 
“EXPERIMENTAL NEUROSIS.” * 


By STUART W. COOK, Pu. D., Minneapo.is, MINN. 


INTRODUCTION. 


The unsettled status of our knowledge in the field of psychiatry, 
when compared with other fields of medicine, may perhaps be 
explained by a failure to apply the experimental method. The 
serious lack of understanding of many disorders, as well as the 
multiplicity of different explanations and therapies for the same 
disorder, provides sufficient evidence that additional research on 
the problems of abnormal behavior is urgently needed. 

Two principal factors impose a difficult barrier to the experi- 
mental investigation of mental disease in normal human beings. 
The most important of these is the fact that the first concern must 
be the welfare of the disordered individual. This greatly limits his 
availability for experimental purposes since it is usually impossible 
to say with certainty that the laboratory experience will leave him 
unharmed. To take an extreme example, it is obviously impossible 
to study experimentally the conditions under which neurotic states 
are produced since we are without assurance that such states, once 
produced, can be alleviated. Were we, then, limited to studying 
mental disorder in the human being we should be confronted with 
a typical “vicious circle” in which consideration for the patient’s 
welfare restrains the scientific investigations which, in the long run, 
are necessary to his welfare. 

The second factor, while not peculiar to the field of abnormal 
behavior, looms larger in this field than in almost any other. It is 
the complexity of the phenomena to be understood. Adequate evi- 


* The phrase, experimental neurosis, is enclosed in quotation marks to call 
attention to its use in this paper to mean “any chronic, abnormal behavior, 
experimentally produced.” Reasons are given for this use of the term in a 
second paper by the writer on the production of “experimental neurosis” in 
the white rat. 

From the Psychiatric Clinic for Children, University of Minnesota Hos- 
pitals and Department of Psychology, University of Minnesota. 
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dence of this complexity is found in the very existence of the 
numerous and widely divergent theories on the basis of which able 
workers practice and teach mental hygiene and psychiatry. 

Partly as a result of this state of affairs (and partly as a result 
of fortuitous developments in experiments planned for other pur- 
poses) physiologists and psychologists recently have turned with 
increasing vigor to the study of abnormal behavior in lower animals. 
In opposition to this movement there have been brought forward 
the usual arguments against the significance of such research for 
human beings. Thus, it is said that because of the much greater 
complexity of organization the laws governing animal behavior 
cannot be expected to operate at the human level. It is argued, 
likewise, that even if rudiments of the same behavior are found to 
carry over, the nature of this behavior would have been discovered 
much more quickly in a direct approach with human subjects. 

The validity of these arguments must always be estimated in 
terms of the specific behavior under consideration. For instance, 
in the field of learning we have observed certain very similar be- 
havior in man and lower animals ; at the same time we have observed 
what appears to be very dissimilar behavior. 

On the basis of two primary considerations, we must discount 
such arguments when they are advanced to show the futility of 
animal experimentation in the study of the development and therapy 
of abnormal behavior. The first of these considerations is the fact 
mentioned above that, with regard to many basic problems in mental 
disorder, the door is closed to an experimental approach with human 
subjects. The only possible experimental approach to these problems 
is through the lower animals. This fact justifies animal research 
on many human problems which otherwise might be done with the 
least expenditure of energy directly at the human level. 

The second consideration is of a more positive nature. Limiting 
the argument to mammals, it is generally believed that the basic 
structure and function of the nervous systems of man and lower 
animals are much alike. Differences in the case of structure are 
known to consist mainly in the greater development of the cerebral 
hemispheres ; in the case of function, the principal differences are 
thought to be in the complexity of the cortical processes. Unless 
abnormal behavior is conceived to originate in, or be a function of, 
only those aspects of neural activity in which man differs funda- 
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mentally from other animals, it seems reasonable to expect neural 
disorders in these animals to resemble basically those in human 
beings. 

The following will illustrate some of the problems which might 
be attacked in the animal laboratory. The much-debated question 
as to the importance of hereditary background in neurotic and psy- 
chotic disturbances remains unsolved because of the impracticability 
of controlling the human environment. Should it be possible to 
breed strains of animals which, under the same stress, varied 
predictably in their predisposition to the development of abnormal 
behavior, we would have excellent justification for assuming such 
a differential to exist in man also. Likewise, if out of experiments 
on the production of behavioral disorders in animals, there emerged 
a set of basic causal conditions which were essentially the same 
from one animal to the next, this would constitute a strong sug- 
gestion that the control of analogous conditions should be funda- 
mental to any human mental hygiene program. Finally, out of 
experimental attempts at therapy with drugs, retraining, etc., we 
might expect to receive hints as to the best means of re-ordering 
the more complex, but basically similar, nervous systems of human 
beings. 

A prerequisite to the study of abnormal behavior in animals is 
the development of methods of inducing the disorder. At the 
present time “experimental neuroses” have been reported in the 
dog, the human child, the sheep, the dove, the chimpanzee, the pig 
and the cat. It is the principal purpose of this paper to describe the 
conditions under which these disorders developed although brief 
descriptions of the behavior disturbances are included. A second 
paper will deal with the production of “experimental neurosis” in 
the white rat.* 


SuRVEY OF LITERATURE. 


The occurrence of chronic disturbances of behavior as a result 
of environmental stresses produced in the laboratory was first 


* While no descriptions of “experimental neurosis” in the white rat have 
as yet been published, two such reports have been made before scientific 
meetings. N. R. F. Maier presented his results to the American Association 
for the Advancement of Science in December, 1938. The writer reported his 
work to the American Psychological Association in September, 1938. 
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reported by Pavlov ** and his colleagues. These disturbances de- 
veloped at some stage in one of the following situations: * 
Situation 1.—Continued presentation of a conditioned stimulus 
which not only has the effect of establishing a new association but 
also results in the inhibition of a strong inborn reflex. 
Situation 2.—Presentation to the animal of similar conditioned 
stimuli to mutually exclusive behavior. 


Situation 3—Delay of reinforcement of positive conditioned 
reflexes for a given period of time after the beginning of the 
conditioned stimuli. 

Situation 4.—Rapid transition from one conditioned stimulus 
to another, the two stimuli being conditioned to evoke antagonistic 
behavior. 

Situation 5.—Reinforcement of a conditioned stimulus which 
had previously had an inhibitory effect. 

Situation 6.—Occurrence of very strong or unusual stimuli. 

The nature of the disturbed behavior, or the neuroses, varied 
from animal to animal although there were certain common symp- 
toms. The picture is given best by a description of several typical 
cases. The cases selected have been chosen for the dual purpose 
of illustrating the kinds of precipitating situations as well as the 
behavior disturbances. 

(Situation 1.)—The first “experimental neurosis” occurring in 
the Pavlov laboratory came during the course of an experiment 
in which an attempt was being made to generalize a positive con- 
ditioned salivary reflex. This reflex had been previously established 
at a certain point on the skin to electric shock. When a conditioned 
response is associated in this manner with electric shock, the native 
defense reaction to shock, however severe, is inhibited. 

The generalization proceeded successfully for a while, the shock 
producing salivation at each new point tried. When still a further 
point was attempted, however, an abrupt change in behavior oc- 
curred. The shock no longer evoked salivation but, instead, caused 
a violent defense reaction. Furthermore, this was true even though 
the shock was now made very weak and applied at the original 
training point. 


*Such a generalization of the different precipitating conditions was not 
attempted by Pavlov. 
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In the same experiment a similar change occurred in a second 
dog after the contact had been moved to the ninth new place. In 
still another dog, when no change had been observed after the 
thirteenth new point was reached, the disturbance was precipitated 
by giving the shock at several different places on the same day. 

All three dogs became restless and excited in the experimental 
stand. Each lost its previous ability to inhibit the defensive reaction 
and replace it with salivation. Moreover, in spite of an experi- 
mental period extending over a long period of time, it proved 
possible to retrain only one of the three to give the original con- 
ditioned salivation to the shock stimulus. 

(Situation 2.)—In the course of some later experiments an even 
more striking disruption of normal behavior occurred. An animal 
had been trained to salivate at the presentation of a circle. A dis- 
crimination between the circle and an ellipse had been established 
as a result of never giving food when the ellipse appeared. This 
discrimination was made successfully until the point was reached 
where the axes of the ellipse were in the ratio of 9:8. Here, there 
was some differentiation at first but this never became “complete,” 
i. e., there was never a complete inhibition of salivation when the 
ellipse was shown. During three weeks of attempting to perfect 
the discrimination it, instead, became gradually worse and finally 
all inhibition to the ellipse disappeared completely. In addition, 
inhibition to the other ellipses disappeared including those with 
axes in the 2:1 ratio. 

At the time of this total loss of inhibition to the ellipse, the 
gross behavior of the animal became quite different from its 
normally quiet conduct. It grew violent and destructive in the 
apparatus, struggling, squealing, biting the tubes, etc. Whenever 
led back to the experimental room, it set up a violent barking. 

In this case it was possible to retrain the dog but a much longer 
time was necessary than for establishing the original differentiation. 
When, moreover, the 9: 8 ellipse was presented for the first time 
in the retraining schedule, all discrimination again was lost and 
the general excitation recurred immediately in full force. 

(Situation 3.)—As a result of these more or less fortuitous 
developments, the Pavlov laboratory had its attention called to 
“experimental neurosis” and later carried out a long series of 
experiments in its study. The first experiment involved two dogs 
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selected on the basis of their normal behavior as being predomi- 
nantly “excitatory” or “inhibitory.” Pavlov believed that either 
the excitatory process or the inhibitory process was dominant in 
the normal activity of all dogs, the excitatory animals being active, 
demonstrative, etc., and the inhibitory ones, quiet, cowardly, etc. 

Six dissimilar, conditioned salivary reflexes were developed 
simultaneously in each dog. As originally established they were 
instantaneous reflexes ; however, as the experiment proceeded they 
were changed into delayed reflexes by gradually-adding a five-second 
increment to the interval between the initial stimulation and the 
food reward. 

The inhibitable dog reached a three-minute delay for all the 
reflexes without exhibiting any signs of being disturbed. In con- 
trast, the excitable animal became generally aroused when the two- 
minute point was reached and, at the three-minute delay, to quote 
Pavlov, “became quite crazy, unceasingly and violently moving 
all parts of its body, howling, barking and squealing intolerably.” 
This was accompanied during the presentation of any of the stimuli 
by a constant flow of saliva, all delay having vanished. 

It proved possible to retrain this animal by working for a while 
with only one conditioned stimulus. Under this treatment it became 
quiet again and was successful in its second attempt at forming 
the three-minute delays. 

Instead of increasing further the delay to which the inhibitable 
dog had successfully adjusted, the experimenters decided to add 
to the inhibitory requirements already made of him the stresses 
involved in inhibiting a strong inborn reflex (Situation 1). Accord- 
ingly, a salivary reflex to electric shock was established and the 
intensity of the shock was raised gradually. After several weeks, 
salivation to the other positive conditioned stimuli began to decrease 
and eventually disappeared. Shortening the delay from three 
minutes to 30 seconds did not check this decrease. Following this, 
the secretory effect of the electric stimulus also disappeared. 
Occasionally, one of the inhibitory stimuli produced some secretion, 
denoting the weakening of internal inhibition. 

The above is obviously a different type of disturbance from those 
previously described. Here, there is a complete inhibition of the 
principal activity (secretion) involved in the stressful situation. 
In former cases there had been a spreading of this activity to 
inhibitory stimuli. 
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This animal spontaneously recovered after being “left alone for 
a very long time.” 

(Situation 4.)—A disturbance very similar to the above occurred 
in an experiment involving a rapid transition from a negative con- 
ditioned stimulus to a positive one. A tactile stimulation at the rate 
of 12 per minute was the negative stimulus to which salivation had 
been inhibited. The positive stimulus was a rate of 24 per minute. 
When it was arranged so that the 24-per-minute rate immediately 
followed the 12-per-minute rate at the same point on the skin, all 
positive conditioned reflexes disappeared completely. After a few 
days of attempted retraining, they began a gradual return but 
were not restored to normal for a period of five and one-half weeks. 

(Situation 5.)—Still another disturbance in an inhibitable dog 
came about as a result of changing a very stable inhibitory stimulus 
into an excitatory one. The animal in question possessed several 
auditory conditioned reflexes, among them a positive response to 
a metronome rate of 120 per minute and a negative response to a 
rate of 60 per minute. In an effort to test the degree of stability 
of this animal’s inhibition, the experimenters began rewarding the 
negative rate. After several days small secretory reflexes occurred 
and began increasing in size. However, this increase did not 
continue ; on the contrary, the reaction began to decrease and soon 
disappeared completely. 

Concurrently, it was noticed that following the application of 
the metronome at the 60-per-minute rate the other positive reflexes 
were absent or greatly reduced. This effect soon was observed to 
follow, also, the stimulation of 120 per minute. If the metronome 
were not used on a given day the other reflexes would function 
normally. 

Since all the reflexes now began to show a tendency to decrease, 
the metronome was not used for 11 days and the other stimuli 
were reinforced after a much shorter delay than formerly. As a 
result, the salivary secretion increased noticeably. However, when 
the metronome was now reintroduced, it again produced an imme- 
diate disturbance of the other reflexes, first equalizing the secretions 
to the weak and strong stimuli and then causing a complete inhibi- 
tion. On the next day, and in the future, the dog was unable to 
experience any kind of strong stimulation without its resulting in 
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complete absence of response that day to all conditioned stimuli. 
Outside the apparatus the dog appeared “perfectly healthy.” 

(Situation 6.)—As a result of a big flood in Petrograd, Pavlov 
was able to report a number of observations on the disturbing effect 
on certain dogs of strong and unusual stimuli. During the flood 
all the laboratory animals had to swim from the kennels to higher 
quarters through deep water. When, several weeks later, they were 
brought back to the experimental room for their first test periods 
following this experience some of the inhibitable dogs showed 
marked behavior changes. They were very restless on the table, 
often refusing to eat. Complete inhibition to positive stimuli 
following the presentation of an inhibitory stimulus was frequent. 
Usually, retraining proved to be impossible without resorting to 
such devices as keeping someone in the experimental room with 
the dog. 

To summarize, the different symptoms displayed by Pavlov’s 
dogs are: 

1. A loss of a previous habit, regardless of its strength, of 
making responses to certain conditioned stimuli. All animals 
experienced either such a change in behavior or the one to follow. 

2. A loss of a previous habit of inhibiting responses to certain 
unreinforced conditioned stimuli regardless of how readily these 
inhibitions had been acquired. 

3. A loss or impairment of the capacity to reacquire these lost 
habits as shown by the failure or difficulty of retraining efforts. 

4. Various degrees of restlessness and excitement when brought 
into the experimental room, when put into the apparatus or when 
presented with certain conditioned stimuli. 

5. Refusal to eat in the experimental situation. 

In addition to those reported from Pavlov’s laboratory, two 
further cases of experimental neurosis in dogs have been reported 
by Drabovitch and Weger.* Their animals had been working in 
experiments in which they learned to respond to the sound of a 
bell with a flexion of the left hind leg. For three daily experimental 
periods in the case of one dog, the experimenters attached the elec- 
trodes to the left front leg and sounded the bell without giving a 
reinforcing shock. The dog soon became agitated and on the 
fourth day showed continuous convulsions of the left hind leg 
(the test leg). After several days’ rest the convulsions gradually 
disappeared. 
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The second dog, which for two years had gone regularly to the 
experimental room, was not experimented upon for a period of a 
month. Each day during that time, however, its companion dog 
was removed from the cage to be taken to the laboratory. When, 
at the end of the month, the dog was again placed on the experi- 
mental table its left hind leg started violent withdrawal reactions. 
These reactions soon spread to the hind leg on the opposite side, 
leaving both in such severe convulsions that the animal was unable 
to stand. Administration of bromides brought about a cessation of 
the convulsions within five days. 

The factors responsible for these breakdowns are not completely 
clear. In the case of the first dog there is the non-reinforcement 
of a conditioned stimulus over a period of time plus change of 
the electrode to the front foot, both of which may have played a 
part. In the other dog there is only the month’s absence from 
routine schedule. Drabovitch and Weger believe that their daily 
trip to the cage to get the companion dog left the animal in a state 
of general excitation. This state consisted, in part, of “super- 
charged” condition of the centers for conditioned flexion move- 
ments. Merely taking the dog to the laboratory situation sufficed 
to set off the conditioned reflex withdrawals and this excitation 
soon spread to associated motor centers. 

The second of the major series of studies on “experimental 
neurosis”’ comes from Krasnagorski’s * laboratory for the study of 
conditioned reflexes in children. The workers in this laboratory 
made use of two principal techniques. 

The first of these was to require a differentiation between stimuli 
to mutually antagonistic behavior as in “Situation 2” in the discus- 
sion of Pavlov’s experiments. A child developed the motor reaction 
of opening the mouth to a metronome beating at a rate of 144 per 
minute. A slower rate served as an inhibitory stimulus. When this 
slower rate in the course of the experiment had reached 120 beats 
per minute the child’s response latencies lengthened and he became 
irritable and refused to come to the laboratory. 

When the inhibitory rate was still further increased to 132 per 
minute, the child cried often in the ward, beat the other children 
and wanted to leave the hospital. In a short while he lost the ability 
to discriminate between the excitatory and inhibitory stimuli, 
responding to both with mouth reactions. This was true even 
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though the inhibitory rate was lowered to 120 per minute. The 
metronome beating at 132 per minute began to cause yawning and 
sleepiness, finally resulting in sleep. 

Behavior similar to this was observed in other children who were 
making difficult discriminations between tactual conditioned stimuli. 
When too many “active” and “inactive” places were set up on the 
skin “the child became restless; it would refuse to come in for 
experiments ; the intensity of its conditioned reflexes and the exact- 
ness of local differentiations were diminished.” 

The second technique used in the Krasnagorski laboratory was 
that of requiring the child to make delayed reactions to conditioned 
stimuli. This was entirely similar to the problem facing the dogs 
in Pavlov’s “Situation 3.” During the training period food was 
given to the child five seconds after the metronome started. Then 
this interval was increased, all at once, to 30 seconds. After several 
trials with this delay the conditioned response lost its stability and 
rapidly disappeared. At the same time the child began to yawn 
and be sleepy. 

Eight daily experimental periods were required to re-stabilize 
the response with the original delay of eight seconds. After this 
was accomplished the 30-second delay was again introduced and 
this time successfully negotiated. Next, a 60-second delay was 
attempted, whereupon the conditioned response, after several trials, 
again disappeared. Again, the child began to sleep during the 
experiments and refuse to come to the laboratory. On this occasion 
it was given a week’s rest before the experiment was renewed, this 
proving to be sufficient therapy to allow it to successfully make the 
60-second delay at a second attempt. During this time the child 
came to the laboratory willingly. 

Summarizing the symptoms shown by these children, we find: 

I. A loss of a previous habit, regardless of its strength, of 
making responses to certain conditioned stimuli. All children experi- 
enced either such a change in behavior or the one to follow. 

2. A loss of a previous habit of inhibiting responses to certain 
unreinforced conditioned stimuli regardless of how readily these 
inhibitions had been acquired. 

3. Various degrees of restlessness in the experimental situation. 

4. Various degrees of sleepiness in the experimental situation. 

5. Increased irritability and asocial behavior away from the 
experimental situation. 
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6. Unwillingness to return to the experimental situation. 

The third major series of studies has been carried out in more 
recent years under the direction of Liddell. In his laboratory an 
“experimental neurosis” has been produced in both the sheep and 
the pig. 

Over a period of six years, four * of 16 sheep used in con- 
ditioned reflex investigations suffered definite derangements of 
behavior.’: * +. These derangements occurred under three sets of 
conditions. 

The first, like “Situation 3” in Pavlov’s dogs, involved delay- 
ing reinforcement of the conditioned stimulus, 7. e., requiring the 
development of too many inhibitions of delay in a given period of 
time or requiring too long a delay. An attempt was being made 
to establish a delayed conditioned flexion of the left foreleg to a 
metronome. The reinforcing shock was given on the sixth beat. 
At first the sheep was given I0 trials per day but, because of a 
desire to speed up the experiment, this was increased progressively 
to 15, 17, and finally 20. On the second day on which 20 trials 
were given, the animal exhibited vigorous flexions of the foreleg 
to each beat whereas it had previously been able to delay until the 
sixth. At the same time nervous movements of the foreleg were 
noticed between trials, in contrast to the usual habit of remaining 
quiet. The next day the animal had to be pushed back to the 
laboratory ; previously, it had run there eagerly. 

All this behavior became progressively worse in spite of the fact 
that the number of trials was reduced from 20 to § per day. 
Eventually, the animal began to show spontaneous, nervous move- 
ments as soon as the experimenter left the room. These would 
continue until a shock stimulus brought a temporary cessation, 
after which they would start again. 

During 3-, 5-, and 14-day rests the animal got better but a few 
trials in the experimental room sufficed to restore its previous 
symptoms. When left alone for one and one-half years it recovered 
completely. However, in a second experiment, it experienced a 
complete return to its original disturbance when required, for a 
period of 10 days, to delay its flexion response for 30 seconds. 


* A fifth sheep has been added to this list but no published description of 
the precipitating conditions is available. 
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The second set of conditions under which a neurosis developed, 
involved the discrimination of conditioned stimuli to mutually 
antagonistic behavior (“Situation 2” from Pavlov’s experiments). 
In an unusually well-balanced animal (Sheep 3) a discrimination 
was established between metronome rates of 120 per minute and 
g2 per minute. Discrimination between rates of 120 and 100 per 
minute proved to be impossible. 

For a period of a few weeks this sheep was submitted to a special 
series of two-hour tests in which the excitatory 120-per-minute 
rate was alternated with inhibitory rates ranging from 50 per 
minute to 92 per minute. As a result of these tests the conditioned 
flexion response became very weak or, on some days, was absent 
altogether. 

This state of affairs lasted for a month after which the response 
reappeared in greatly exaggerated form, being given to the inhibi- 
tory as well as the excitatory rates. At this time all the additional 
signs of the disordered behavior described above appeared. Strug- 
gling occurred in the apparatus ; there were spontaneous movements 
of the limbs during rest periods; the animal became very fearful 
and trembled violently when the experimenter attempted to take 
it to the laboratory. 

The remaining two of the four “neurotic” animals developed 
their behavior disturbances under a third kind of situation, differ- 
ing from the one just described only in the particular that the 
sheep never formed the habit of inhibiting flexions in response to 
the unreinforced stimulus. Having never discriminated between 
the two stimuli, the situation was for these animals essentially one 
of receiving a conditioned stimulus which was at different times 
both accompanied and unaccompanied by a reinforcing agent. 

In the first of these animals a conditioned foreleg flexion to a 
metronome rate of 120 per minute was established. Then, in order 
to set up a negative stimulus, a rate of 50 beats per minute was 
used for 42 trials through two daily experimental periods. Although 
this rate was never reinforced, definite flexions of the foreleg 
continued, becoming somewhat weaker toward the end. No stimula- 
tions from the 120-per-minute rate were given during this period ; 
consequently, the sheep received no shock. 

At the end of this time the animal had become very fearful. 
When cornered by the experimenter in its living quarters it trembled 
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violently. It would often refuse to stand in the experimental room, 
instead suspending itself from the restraining straps. 

During the next few days the two metronome rates were given 
alternately on the same day. With this treatment the sheep became 
increasingly nervous and excited. Very violent flexions followed 
both stimuli and were accompanied by much struggling. Moreover, 
spontaneous flexions began to occur during the rest periods when 
the animal was formerly habitually quiet. 

The situation to which the fourth sheep succumbed was similar 
to the above with the exception that, from the beginning, the 
unreinforced stimulus was alternated regularly with the reinforced. 
This was continued daily for a month, during which time there 
were strong flexions to both stimuli (a high and a low tone). By 
the end of the month the sheep had become restless and unmanage- 
able, and spontaneous movements of the test limb had begun during 
the interval between stimulli. 

Anderson and Liddell * and Liddell * have summarized the dis- 
turbed behavior of their sheep somewhat as follows: 

1. The animals previously willing to go to the laboratory, now 
vigorously resisted. Much cowering and trembling occurred when 
attempts were made to force them. 

2. A stereotyped form of hyperirritability was evidenced when 
the animal was confined in the experimental apparatus. This in- 
cluded persistent tic-like movements, tremor of the left foreleg and 
sudden starts. 

3. Conditioned signals with which no shock had been associated 
now evoked leg flexions. 

4. The animals showed no capacity to give delayed reactions. 

5. In contrast to the slight acceleration occurring in normal 
sheep, there was a marked acceleration of the pulse rate at the onset 
of the conditioned stimulus. Moreover, this acceleration persisted 
much longer after the shock than in normal sheep. 

6. Respiration during the experimental period was quite ir- 
regular. 

7. Daily neuromuscular activity as recorded by the pedometer 
watch was increased over normal. 

8. The normal diurnal variation in activity was disturbed in that 
the animals were equally active day and night. 
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g. Pulse rate outside the apparatus as measured by a long- 
distance stethoscope was quite variable both day and night. 

In addition to this work on sheep, the Cornell laboratory has 
reported one case of “experimental neurosis” in the pig. Curtis ° * 
and Liddell have pictured the environmental situation in which 
the disturbance developed as follows: Young pigs were trained 
to accept restraint from the time of weaning. The amount of 
restraint was progressively increased until finally the animals were 
tethered. They were taught during this period of increasing 
restraint to open the lid of a box for an apple. The signal for this 
response was the cessation of a tone of known frequency. An 
unsuccessful attempt was made to train the pigs to give, in the 
interval between feeding trials, a conditioned leg flexion to a second 
tone signal. Not until feeding and shocking signals were separated 
and given on alternate days did the conditioned reaction occur. 
Ten trials per day were given, the animal opening the food box 
on feeding day at the cessation of a 600-cycle tone and flexing his 
leg on shocking day at the cessation of a tone of 750 cycles. Marked 
tension could be aroused by shifting tones on a given day in either 
direction. 

The pig spent much of its time between trials lifting the cover 
of the food box. Suspecting this to be an outlet for “nervous 
tension” the experimenters began punishing any random opening 
of the box with shock. As a result the pig now refused to open 
the box until it heard the apple drop. To check this the experi- 
menter refused to deliver the apple until the cover had been lifted. 

Within a few days, one pig developed Pavlov’s inhibitory type 
of “experimental neurosis.” In the experimental situation it main- 
tained a rigid posture; the eyes were closed, the snout rested on 
the surrounding screen fence and occasionally trembling and growl- 
ing occurred. A food box full of apples no longer aroused the pig’s 
interest. Even an apple resting on its snout brought no action. 
Changes observed outside the experimental room included fighting 
other pigs and attacks on the attendant. 


* Curtis has credited G. B. Davis and G. F. Sutherland with regard to this 
work as follows: “Pigs were accustomed through a year’s training by 
George F. Sutherland and G. B. Davis to restriction of their freedom in two 
controlled environments, alternated daily. ... . 
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Jacobsen, Wolfe and Jackson,® in the course of experiments on 
the effect of frontal lobe extirpation on behavior, observed the 
development of an “experimental neurosis” in a chimpanzee. One 
item on which the normal and post-operative responses were com- 
pared was a test of recent memory. Food was hidden under one 
of two cups while the animal was watching. An opaque screen 
was then lowered for a given period. While chimpanzee 2 showed 
no disturbance at this lowering of the screen, chimpanzee 1 flew 
into a temper tantrum, rolled on the floor and defecated. After 
a few such reactions she would make no further responses, although 
she would work eagerly on other problems. 

By the end of three weeks it was necessary to force the animal 
from its own cage to the experimental cage. Retraining, with a 
glass door substituted for the opaque one, was attempted and 
proved successful. 

After extirpation of one frontal lobe, a similar disturbance was 
again produced by the same experimental procedure. After extirpa- 
tion of the second lobe, however, the chimpanzee assumed a 
friendly, cheerful demeanor which she never abandoned regardless 
of experimental frustrations. However, the number of errors made 
at the task attempted was now far greater. 

Karn ° has described a case of “experimental neurosis” occurring 
in a cat. The task facing the animal was to learn a double-alterna- 
tion temporal maze. In this maze the correct response involves 
proceeding up the central alley to a right-left choice point, making 
a right turn, circling back to the starting point, proceeding up the 
central alley and again turning right, and repeating this procedure 
twice more, making left instead of right turns on the third and 
fourth approaches to the choice point. 

The cat had been a docile subject, entering the maze willingly 
and learning rapidly. In 230 trials he had reached an accuracy 
level of 90 per cent correct choices. On the second choice of the 
232d trial a “radical change in behavior was observed. The animal 
hesitated much longer than usual at the choice point, finally jumped 
into the right back alley and then raced to the front of the maze. 
During the remainder of the trial he worked slowly and whimpered 
continually.” He began to resist entering the maze, attempted to 
escape from it, refused to work at times, meowed loudly and 
urinated at choice points. There was a progressive increase in 
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emotional disturbance and in the number of errors. Karn observed 
that the cat regressed to an incorrect response pattern it had had 
great difficulty in overcoming in the earlier phases of learning. 

Observation on “experimental neurosis” in animals other than 
mammals have been reported by Bajandurow,’ who accidentally pro- 
duced behavior disturbances in two doves while experimenting 
with them on form discrimination. 

One dove, as a result of receiving a reinforcing shock, had 
developed a conditioned leg withdrawal to the presentation of a 
circle, while remaining quiet to an ellipse. The ellipse was made 
more and more like the circle until, at a certain point, discrimination 
broke down and leg withdrawals were made to all ellipses, including 
those previously discriminated with ease. The dove, normally quiet, 
now struggled and tore at the apparatus. 

In the second bird, a similar loss of inhibition to previously nega- 
tive stimuli occurred. This loss, however, was not as extended as 
in the first animal, 7. ¢., a square was still differentiated from a 
circle. Excitement, likewise, did not reach the same intensity. On 
the other hand, an additional symptom developed: this consisted 
of giving slight flexions during the normally quiet period between 
trials. 


SUM MAR\ 


When the experimental conditions which led to behavior dis- 
turbances in the various species are compared, we find the following 
similarities : 

1. In all the successful experiments, with the exception of those 
involving the chimpanzee and the cat, the subjects were restrained 
from making any very considerable gross bodily movement either 
by mechanical devices or by previous training to remain quiet. 

2. With the same exceptions plus that of the food-getting re- 
sponse in the pig experiment, the learned responses in all the 
experiments were set up after the Pavlovian pattern. 

3. In all the species experimented upon, a situation requiring a 
discrimination between two similar stimuli which evoked antagonis- 
tic behavior proved adequate to produce behavior disturbances. 

4. Likewise, in all the species where it has been tried, i. e., the 
dog, the human child and the sheep, requiring the inhibition (or 
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delay) of a response in the presence of excitatory stimuli to 
that response has proved to constitute an adequate precipitating 
situation. 

Theoretical concepts have been advanced by various experi- 
menters to account for the development of the behavior dis- 
turbances they observed. However, it is unlikely that any hypothesis 
thus far proposed will be comprehensive enough to account for 
all the facts we have described. While it is beyond the scope of 
this survey to evaluate and propose explanatory constructs, this 
has been attempted in a later paper. 

Even if it were possible at such an early stage in the study of 
“experimental neurosis” to draw comparisons with and inferences 
for adult human behavior, this would, in the opinion of the writer, 
be an unwise procedure. It is his conviction that the contributions 
to be made to psychiatry by the study of this problem will be 
realized only after the total picture of the appearance and dis- 
appearance of experimentally-produced behavior disturbances has 
been described and understood. From this comprehension of the 
total process and not from comparisons of specific details should 
come valuable suggestions for explanatory concepts and therapeutic 
devices. 
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I. WHY A PSYCHOSOMATIC HISTORY. 


Although many readers are fully aware of the reasons for a 
paper on Psychosomatic History and Techniques of Examination, 
and are conversant with the meaning of the terms employed, it 
has seemed desirable to review these matters briefly in this intro- 
ductory section. Part II of this paper is devoted to an outlining 
and discussion of the history itself, and Part III to special addi- 
tional techniques of examination, with a summary of important 
sources of error and special diagnostic points. 


TERMINOLOGY. 


However deep the conviction that there is nothing new under 
the sun, interrelationships of ideas and experiences are in constant 


* Read at the ninety-fourth annual meeting of The American Psychiatric 
Association, San Francisco, Calif., June 6-10, 1938. 

From the Departments of Medicine and Psychiatry, Columbia University 
Medical Center. This investigation has been aided by a grant from the Josiah 
Macy, Jr., Foundation. 
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flux, necessitating changes in the manner in which knowledge is 
applied and experience expressed. A key to understanding of 
history, including what we like to call “recent advances in medi- 
cine,” lies in our changing use of conjunctives and connective 
phrases. “And” is the simple conjunctive, “or” and “nor,” one 
reads in treatises on language, “do not blend words into one subject, 
they simply join alternative subjects.” The terms psychic and 
somatic have a history in terms of these connectives, progressing 
from “either or” to “and” to union in one word. The word never- 
theless is uncomfortably reminiscent of our historical and con- 
ceptual difficulties. Language itself seems to thwart us in our 
attempt to conceive of the organism as a unity. The term 
“psychosomatic” is descriptive rather of the observer in his 
endeavor to apprehend, than of the organismal unit observed. For 
him “psychic” and “somatic” represent merely two different angles 
of observation. If there is any dichotomy lurking in the term 
psychosomatic it is this projected one inherent not in the organism 
observed but in the mind of the observer and our methods of 
observation. At present our best aid to understanding disease 
processes is pictures taken from these two angles viewed simul- 
taneously, that is united stereoscopically.’ 

In the course of our recovery from one of our prejudices, the 
idea that a disease process is either somatic or psychic, many of 
us have learned to say glibly that all disease processes have both 
components, and some of us, to add that the relative prominence 
of these components can be understood only with the individual 
as a whole as the frame of reference. But the prejudice, the 
conjunction of the two by “either or’’ (the dichotomy), is so deeply 
rooted in language, as well as in medical practice, that we have 
serious difficulty in expressing the concept adequately in either 
thinking or therapy. Our patients have complained and neither 
they nor we ourselves have known exactly why. They have called 
us hard or stupid; we have called them spoiled or fussy. The 
internist has continued to conceive his task as detection or exclu- 
sion of evidence of “organic disease.” If he is very modern, when 
the patient, having been told there is “nothing wrong with him” 
still insists he is sick, he may say, “Well, if you feel that way you 
might try a psychiatrist, I don’t know. ....’’ And some psy- 


1 Cf. Dunbar (7). 
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chiatrists having discovered no serious disturbances in the patient’s 
orientation in time and space, find themselves equally at loose 
ends. Psychiatrist and internist alike need a more ready method 
of estimating the relative importance of psychic and somatic aspects 
of an illness as a basis for therapy. 


SoME OVERSIGHTS. 


It is unfortunate that language and the scientific method, because 
their functions are essentially analytic, contain a tendency to 
crystallize disjunctives. This leads to departmentalization of think- 
ing and interferes with our powers of observation. 

For example, from our national mortality and morbidity sta- 
tistics, which we have taken pains to make the most accurate in 
the world, we know that nearly half of all those ill in the United 
Stated today are suffering from a chronic illness and that the 
major mortality is occasioned by cardiovascular disease (including 
apoplexy) and accidents. These alone account for more than 
half of our total mortality ; and the major disability results from 
cardiovascular disease, “nervous and mental diseases exclusive of 
insanity,” and accidents and orthopedic conditions.? These groups 
account for two-thirds of all disability due to chronic illness.* In 
spite of the knowledge that these diseases in the course of years 
have shifted higher in our mortality and morbidity lists, and that 
they are the diseases with which we have made least progress by 
way of either prevention or cure, and in spite of our energetic 
research concerning them, we have in general failed to make the 
observation that these are also the illnesses in which the emotional 
factor is of the greatest determinative importance.* They are 
illnesses characterized by the changes in secretion, muscle tension 
and circulation which Cannon and others have demonstrated are 
the physiological changes most clearly related to emotion. Yet 
we regularly fail to study the psychic components of these illnesses 
wherein may well lie an important reason that they still baffle us.° 


2Cf. Perrott (19). Cf. also, Dunbar (6). 

3 It is estimated that the chronic disabling rate will be increased 27 per 
cent in 1960, i. ¢., as adjusted to the estimated age distribution at that time. 

4 Cf. Dunbar, et al. (13) and Wolfe (28). 

5 We must not forget that both diagnoses and research in the field of the 
so-called organic illnesses are handicapped by distortions produced by psychic 
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This is a type of oversight to which we are prone. In spite of 
the fact that Great Britain, on the basis of her experience with 
national health insurance, has confessed that a fundamental diffi- 
culty lies in her handling of the emotional component in the illness,® 
many treatises have been written on health insurance in this country 
in the last two years, some of them referring to British experience 
as a pattern for us, and not one of them discusses the emotional 
component in somatic disorder. 

Or to take another example: In a recent publication of the 
Committee on the Costs of Medical Care, which undertakes to 
define good medical care, one reads in bold face, “good medical 
care coordinates all types of medical services.” This is explained 
as follows: 

Medicine includes a wide variety of services, ranging from the abatement of 
sanitary nuisances to the lancing of boils. These services are necessarily 
furnished by various agencies, and involve various methods and types of 
organization. Many services can be rendered only on a community basis; 
examples are the collection of vital statistics and the inspection of food and 
milk supplies. Others, such as tonsillectomies, can be rendered only to in- 
dividuals by individuals. .. 
In this treatise, cases coming under each disease-heading are 
discussed in terms of care and cost. For example, digestive con- 
ditions are divided into upset stomach, ulcer of the stomach, 


factors which heretofore we have had no way of measuring or even esti- 
mating with any degree of accuracy. Emotion enters in as an x or unknown 
quantity to keep patients ill unnecessarily, and to invalidate much of our best 
research, both clinical and in the so-called medical sciences. 

Even laboratory tests, and clinical records, such as basal metabolism, blood 
chemistry, blood pressure, pulse, temperature, are altered by the psychic 
component in illness, often sufficiently to become seriously misleading, in- 
validated or self-contradictory. 

Operations that had seemed both indicated and exigent in terms of such 
tests and clinical course may be rendered unnecessary by treatment of the 
psychic component in the illness, [for example, see Dunbar, et al. (13)] 
and sometimes impending fatality obviated thereby. Cf. Wolfe (27); and 
also Dunbar (10). 

Such cases as those cited in Wolfe (27) and Dunbar (10) are not rare: 
there is evidence that they make up a considerable part of the mortality 
and morbidity from illnesses which now lead our mortality and morbidity 
statistics. 

6 Cf. Report of The British Health Services (21). 

7 Lee, et al. (16), p. 9. 
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appendicitis, hernia and so on. Under the first heading; “Indi- 
gestion, ‘Upset Stomach,’ ‘Stomach Trouble,’ Nausea, Diarrhea, 
and Enteritis” is the following: 


“General Practitioner—Twenty cases require no further visits after the 
first one for diagnosis. In 35 cases the necessary treatment is completed in 
1 additional visit; each of the remaining 45 cases needs an average of three 
visits for treatment. The visits are of 15 minutes’ duration each, with 75 
per cent in the office, 20 per cent in the home, and five per cent in the hospital. 

“Specialist—In five cases consultation with a specialist (internist) is 
necessary. These visits are of 20 minutes’ duration, with 75 per cent in the 
office, 20 per cent in the home, and five per cent in the hospital. 

“Other Units of Service —Three cases require an average of three hospital 
days each; 15 cases must remain in bed, necessitating part-time attendance 
for an average of two days each; one or two cases require laboratory pro- 
cedures and X-ray examination.” § 


Now we all know that in the majority of such cases the emotional 
factor is a determining one. Yet under “specialists’ services” 
there is no mention of the psychiatrist and this omission is con- 
spicuous throughout.® It is interesting to note by way of contrast 
that studies are being made in relation to National Health 
Insurance in England concerning the significance of the psychic 
component in diverse conditions, including heart disease, accidents 
and gastro-intestinal disturbances. 

Finally, an important oversight in part responsible for these 
just noted, is the failure to take account of the inverse relationship 
which frequently exists between psychic and somatic symptom- 
atology..° Physical symptoms often replace psychic symptom- 
atology so that as one increases the other decreases. Patents with 
serious physical illness are likely to appear “normal” and psy- 
chically to think themselves so but often if the first physical symp- 


8 Cf. Lee, et al. (16), p. 166. 

® This reflects of course the type of oversight encountered in general prac- 
tice. A prominent obstetrician in an address the other day announced that in 
approaching the problem of dyspareunia one must be careful to exclude genital 
growths and malformations enumerated in great detail . . . . that for 
most patients with such difficulties we knew a therapy, and that they are 
very gratifying to treat. He omitted to mention the fact that all the elaborate 
etiologies he had mentioned for this condition accounted for a fraction of 
one per cent of the cases encountered. He said nothing of the 99 and a frac- 
tion per cent, except possibly by way of implying that they are less gratify- 
ing to treat. This is an extreme example, but calls attention to a situation 
acutely before us today. 

10 Cf, e. g., Culpin (3). 
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toms are relieved or removed without consideration of the underly- 
ing emotional factors, they show marked symptoms of neurosis or 
have a new illness or an accident. On the other hand, in psychotic 
patients aggravation of organic damage is often followed by a 
diminution of psychic symptomatology.'! Since organic and emo? 
tional states are bound together and both depend on characteristics 
specific for each individual and on stimuli coming from the external 
world, the patient must be treated as a whole. This does not relieve 
us of the responsibility however, of an approach that is just as 
scientific, and of attempting to develop a methodology as precise as 
are those we have developed for the treatment of parts of him. 


MEDICAL, PsyCHIATRIC AND SocrAL HISTORIES 


It is obvious that most errors in diagnosis and treatment have 
a background in the history. In the course of our early work on 
medical wards it became clear that many of these were inevitable 
because both the focus of the history and the method of history- 
taking precluded any adequate evaluation of psychic and somatic 
aspects of illness even in terms of a general therapeutic program. 
Inadequacies in the usual medical history were readily apparent. 
Some of these were outlined in our research report of two years 
ago."* 

In the course of calling such points to the attention of internists 
and answering questions they raised, a major difficulty devolved 
around the question “well, how do you know what to ask? What 
is a psychiatric history?’ And then would come comments from 
the students: “But in the 80 pages of history outline that we 
learned to use in psychiatry your questions are not asked either.” 
Gradually it became apparent that the usual medical history and 
the usual psychiatric history belong to the “either or” stage of 
medical practice. They are essentially inadequate for the ready 


11 Cf, Sherrington (22) ; and cf. Leo Stone’s report of a case with coronary 
occlusion (24) for clinical material relative to the inverse relationship of 
psychic and somatic symptomatology. Cf. also Cannon (1); Drewry, P. H., 
and Wall, James H.: Mental reactions and their management in patients 
with cardiac disease. Am. J. Psychiat., 94: 561-574, 1937; and MacInnis, 
K. B.: Allergic symptoms in the psychiatric patient. J. Allergy, 8: 73-75, 
1936. 

12 Cf. Dunbar, et al. (13). 
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evaluation of the predominance of the psychic or somatic com- 
ponent in illness which should be the basis of any therapeutic 
program. 

We attempted to work out, and have been using for the last four 
years in our routine study of hospital admissions, a history to which 
(with the significance given at the outset) we have applied the 
adjective “psychosomatic.” This history, supplemented by a few 
relatively simple techniques of examination, differs fundamentally 
from the usual psychiatric, medical or social history. It includes 
information that is usually omitted, overlooked or given in dis- 
torted form. But more important it is differently obtained. 


II. FOCUS, SCOPE AND METHOD. 
CONTRAST WITH OTHER HISTORIES. 


Beginning with the first procedure to which the patient is sub- 
jected in the general hospital, the medical history: what picture 
of the patient does it present? To what degree is this a true 
picture? First of all patient-physician consciousness is focused on 
somatic abnormalities in the hypothetically normal human being. 
It was a great step forward when, in cases where these were not 
found, or occasionally could not be understood etiologically in terms 
of the reaction of tissue to injury, the concept of the pathogenic 
environment was expanded to include elements in economic and 
social situations which might be traumatic. That is, it was a great 
step forward when mothers-in-law and neurotic school teachers 
were added to gonococci and yellow fever mosquitos in the medical 
man’s accounting of potentially injurious agents. Welfare work 
and social service flourished. But the psychic component in illness 
will never be pictured by the help of this flashlight. The defect 
in both medical and social histories, is the focus on symptoms and 
on causes without adequate impression of the personality that is 
reacting, for example, to the mother-in-law or the gonococci. 

The psychiatric history is cumbersome and was developed to 
register pathological processes occurring in personalities living in 
or about to enter what we have called an unreal world. But such 
patients are quickly dismissed from our general hospitals. In our 
four-year routine survey we found that of the routine admissions ™ 


18 Study of all patients in the age group 15-50 with cardiovascular disease, 
diabetes, or fractures (exclusive of fractures of the skull). 
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(80 per cent of whom showed important psychic disturbances) 
these patients comprise less than one per cent and those with out- 
spoken neurotic symptomatology only about g per cent. For the 
remaining 70 per cent of these admissions in whom we found the 
emotional element to be of importance to the illness, the usual 
psychiatric approach and history was not well adapted. 

This is partly because the psychiatric history is focused primarily 
on detection of psychoneurotic and psychotic trends, including of 
course, hereditary and economic factors, and partly because it is 
not conscious worries but unconscious conflicts that produce 
somatic symptoms. Although unconscious conflicts are funda- 
mental in psychic symptomatology also, somatic symptoms are less 
revealing. They constitute a more powerful defense against 
detection of their emotional background, as well as against any 
awareness of it in the patient. Their etiology and meaning there- 
fore can be discovered only after a picture of the fundamental 
personality structure has been obtained. Only in this way can the 
confusions be avoided that often result from shifts from psychic 
to somatic manifestations and vice versa. Incidentally, it has been 
found that no psychological test known today will pick out patients 
who have or are predisposed toward the accident or illness habit.?* 
This can be done only through analysis of the patient’s character. 

The focal problems then are the relationship to symptom forma- 
tion, on the one hand of character (quite apart from traumata 
and economic handicaps), and on the other of somatic make-up 
(including constitution, physiological reaction types, etc.)25 They 
constitute the focus of the psychosomatic history. 

These are some of the reasons for the distortions in medical, 
social and psychiatric histories in terms of the characteristic focus 
of each. Even in patients who have been studied from all three 
points of view, one is apt to get the impression after reading the 
three histories that the patient himself has in some way fallen in 
between. An adequate psychosomatic picture is not given in any 
or all of them. 


14 Motor-vehicle traffic conditions in the United States (17). 


15 Cf. Dunbar (5). 
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CONTENT. 

The focus of a history, of course, determines its content, yet a 
psychosomatic history must cover few questions beyond those that 
belong in good medical and social histories (especially if the per- 
sonal data section in these histories is expanded so that it really 
gives personal data and not just civic status, exercise, and addiction 
to tea, coffee and alcohol). The material obtained however, is 
differently evaluated. The first essential is the delineation of the 
personality as a whole; heredity, constitution and physical status, 
reaction patterns physiological and psychological. It is well to 
obtain pictures taken from several different angles, that is pictures 
of the patient's habitual manner of reacting in the various spheres 
in which life demands adjustment, and then to superimpose them. 
This of course is merely an extension of the principle essential to 
the psychosomatic approach, of obtaining a stereoscopic picture 
of disease. These seven are of fundamental importance: the 
patient’s reactions (early and present) to himself, his body as 
well as his personality, to his family, to his work, his social environ- 
ment (including his economic status, friends, church, hobbies and 
the like), to sex, to his present illness, and the degree of his 
insight concerning these reactions. 

Next, from study and superposition of these pictures and with 
attention to the following points a record should be obtained of the 
patient’s preparation for illness. Note should be made of the 
following : 

First, The presence of important conflicts in the spheres just listed in which 
our present-day culture demands adjustment. We know that a long persisting 
conflict in one or more of these spheres may undermine general resistance and 
integrity in such a way as to render the organism more susceptible to injury 
from whatever source. In some cases it may even develop in the organism a 
tendency to provoke such injury, as for example through unnecessary exposure 
or purposeful accidents.1® 

Second, Both the patient’s general physical status and his reactions to (in- 
cluding his ideas about) his body and his personality. Evidence is to be 
found in his account of his previous illnesses and of his successes and fail- 
ures as well as in his general behavior and dreams. 


Third, Pseudo-hereditary as opposed to hereditary factors, that is exposure 
to any given disease as experienced by a parent, relative or friend.7 


16 Cf, Dunbar, et al. (14). 

17 For discussion of this subject cf. Dunbar, et al. (13) and for illustra- 
tive case histories cf. Dunbar (9); and Columbia University Text-Book 
of Psychiatry (2). 
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Fourth, Chronological correlation of the periods of major stress and strain 
in the patient’s life with the time of appearance of particular conflicts or 
symptoms, and with specific events such as exposure to illness in a parent. 
(Such exposure, for example, during the first five years of life is quite 
different in its effects from such exposure during the latent period, adolescence 
or adult life, and must be evaluated in terms of the patient’s general per- 
sonality structure and development. ) 

Fifth, Symptoms should be studied in terms of their possible function as 
defenses against these conflicts and expression of them together with the 
tensions they create in the patient. It was said long ago: “Remember that 
many symptoms are part of nature’s defensive mechanisms.” 

Finally, the degree of the patient’s insight concerning these reactions should 
be noted and possible falsifications, amnesias and scotomata checked. For 
example, where it is obvious that the patient’s symptoms may be a reaction 
to fear or rage one may ask the patient to describe the physical appearance 
of someone who is angry or afraid. In these cases the patient often describes 
other symptoms very accurately but omits the particular symptom that he 
himself has. An example here will be given in a later paper in our 
symposium.18§ 

It is often useful to ask the patient what he did and what happened to 
him on the day that he became ill, especially immediately prior to the onset 
of illness.19 One finds frequently that the patient in so doing contradicts his 
previous statements about time of onset of illness or presence or absence of 
traumatic occurrences, or suddenly remembers an important experience that 
he had completely forgotten. 


Because we have outlined elsewhere content for psychosomatic 
history these points will suffice for present purposes. Distortions 
in such material may result from the patient’s amnesias or anxieties, 
the physician’s lack of skill or attempts to read in, and the method 
by which it is obtained. Additional means of checking are given 
under Method. 

Most important is the fact that even if the physician, through 
careful drawing out, is successful in obtaining an impression of 
the patient’s preparation for illness, in terms of undermining by 
important conflicts in the necessary spheres of adjustment, physical, 
family, social (economic), sexual, vocational, in addition to the 
usual information concerning heredity and exposure to attacks of 
specific illnesses in parents or friends, this is not sufficient. As 
has been noted, it is not conscious worries that are the most directly 


18 Cf. Tauber (25) and Dunbar (5). Acknowledgment should be made here 
to Dr. Frank Fremont-Smith who reported to me personally several cases 
which illustrated dramatically the value of this procedure. 

19 fn. above. 
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related to somatic symptomatology, that is, are the most likely to 
find expression by way of the somatic short-circuit, but conflicts 
of which the patient himself is not conscious. 

Hence, even if the history is adequate in its focus and scope, the 
necessary information cannot be obtained by the usual question- 
naire method supplemented by the usual forms. of medical and 
psychiatric observation. Clues must be obtained concerning diffi- 
culties about which the patient cannot tell the physician, somewhat 
as one may obtain clues by abdominal palpation concerning func- 
tioning, of which the patient himself is unaware. 


METHOD AND EVALUATION. 


It is necessary therefore, in order to obviate or correct the dis- 
tortions introduced by the questionnaire type of history, to give 
systematic attention to a procedure and type of observation familiar 
to most physicians, but not given sufficient attention by them. As 
all physicians realize, the patient does not know what is or is 
not important to tell the doctor, and often has not observed or 
has forgotten points of fundamental diagnostic importance.” 
Relative to the psychic component in illness, the patient is likely 
to have in addition, conscious or unconscious reasons for wanting 
to omit or forget certain things, or on the other hand to give the 
answer he thinks the physician hopes for, or he thinks will make 
him stand well in the physician’s eyes. Hence the fewer the direct 
questions and the more spontaneous the patient’s story, the better, 
both from the point of view of content and from the point of 
view of the opportunity to observe habitual patterns of reaction. 

The patient then, should be encouraged to talk casually about his 
illness, himself, his family, his work, his friends and amusements, 
before any definite questions are asked. The subjects concerning 
which he is the least voluble but also occasionally those concerning 
which he is disarmingly glib deserve special attention. Where the 
patient does not respond well to this approach such conversation 


20 Not least among the problems here is the fact, as Manley Hudson said, 
that emotions are attached to words [specific sensations and events], not 
to ideas. Relative to the importance of unconscious factors for therapy (as 
well as diagnosis). Cf. Menninger, William C.: Psychiatric hospital therapy 
designed to meet unconscious needs. Am. J. Psychiat., 93: 347-360, 1936; and 
Chassell, Joseph: Limitations of suggestive psychotherapy. Psychiatry, 1: 
309-316, 1938. 
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can be encouraged in the course of the usual medical history. This 
procedure in itself supplies clues which are of great diagnostic 
importance. 

First, some clues as to possible falsification, unconscious or 
otherwise, may be obtained from comparison of psychiatric and 
medical and social histories with a view to determining omissions 
and contradictions in spontaneous statements, noting the patient’s 
contradictions of himself. When contradictions are found they 
sometimes point to temporary amnesias, and sometimes to an un- 
willingness to give the information originally asked for because of 
its painful associations. It is to be remembered that, as Sherrington 
wrote, “Pain is the psychical adjunct of a protective reflex.” 

It is important to ascertain on the one hand, whether any dis- 
crepancies found have their origin primarily in physician or tn 
patient; and on the other hand, their significance in terms of the 
patient’s illness. 


A patient was referred to psychiatry because she was uncooperative. She 
had been treated for three years “in medicine,” including three periods of 
hospitalization for decompensation. Her major symptoms were attacks of 
dyspnea and palpitation (difficultly controllable by digitalis), and sleep- 
lessness, for which the basis was chronic valvular defect, mitral stenosis and 
insufficiency, chronic auricular fibrillation, cause unknown. 

The patient was an intellectual spinster, 50 years old (with college de- 
grees). She had never found herself vocationally, having lost a series of 
jobs and turned down many more, so that she was dependent on charity. 
Work had been outlined for her by a social agency after medical consultation, 
but she did not like it and refused to do it. According to the medical chart the 
patient’s father died at the age of 95 in an accident, and her mother at the age 
of 65 of apoplexy. Incidentally, this gave her a cardiac heredity which actually 
she did not have. The patient confessed that this information was made up 
because she didn’t like being asked personal questions. Her father and mother 
were both living, but she “preferred not to discuss them. Of course I don’t 
mind telling you but no other doctor has ever given me time to say my say. 
And I wouldn’t like to give them a wrong impression so I decided it was best 
to avoid the question. ... . They were dyed-in-the-wool New Englanders,” 
she continued, “and I was an unwanted child sent to the convent school be- 
cause mother wanted to get rid of me. The Sisters were stupid and strict like 
mother and often beat me too.” “The first thing I ever heard my mother say 
was when I was wheeled in a baby carriage into the room where she was 
fighting with my father, and she screamed out: ‘Take that brat away. I hate 
it! I hate it!’” The patient insists that she was hated all her life by every- 
body ; that she had tried to love her mother and her mother was not worth it. 
Her mother had made her father’s life miserable by having hysterical attacks 
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so he finally had had to leave her. The patient had wanted to go with her 
father to keep house for him, but he had become interested in another woman. 

An additional fragment of this history is given to indicate that these ad- 
missions should have been obtained from the patient some years previously, 
that is when the patient first consulted a physician. It illustrates also, a sec- 
ond point, that among clues to be evaluated, is the role played by the patient’s 
will to get well. 

Aside from a nervous breakdown 21 in college 20 years before, the patient 
had had no illnesses 2? until the present one of which the onset was similar: 
“T suddenly had the feeling my body wouldn’t obey me any more and I hated 
it because it made me so much trouble.” 

Although the patient became more cooperative after discussion of these 
things it soon became obvious that her resentment was so deep-lying that 
psychotherapy of a deep nature was contraindicated. Even the general dis- 
cussion had been a serious strain on her heart. For this and other reasons, 
it was decided that she should see a psychiatrist only when she felt it essen- 
tial to do so. (A technical problem became moderation of her outbursts of 
rage.) In a subsequent interview she said: “Life is just a progressive disgust 
with oneself and being born. It’s too awful to go on living when your body 
can’t mind you. I’m getting more and more like mother. She used to get 
breathless and faint, and now I am doing the same thing. I get so mad at 
living I'd like to die. I can’t tell you how I resent being born. The end of 
October is my birthday. I am always sick in October and November because 
I think of mother and of being born. She might have spared me that.” 

The patient became interested in a sick girl (who had had an illegal 
abortion) and both nursed and took general care of her. She said: “It was 
funny, I could go up and down stairs when I was waiting on her without 
getting out of breath at all. I showed her what a mother ought to be.” Then 
the girl got well and the patient collapsed and was admitted as an emergency 
to the ward. She talked a good deal about how she could get even with her 
parents. Two months later she was admitted to the hospital in another period 
of decompensation and succeeded in dying on her birthday. 


Second, then, the patient’s “will to get well” and its reverse 
should be studied. This is revealed in the attitude toward the 
hospital, toward the present and past illness and toward invalidism, 
in the reaction to the physiological changes present, the effects of 
the illness on his life, and the importance of “secondary illness 
gain,” such as compensation. 

Patients who are most recalcitrant to treatment and have para- 
doxical reactions to drugs are often those whose symptoms serve 


21 When the patient’s father married “the other woman.” 
22 Except for periods of fatigue, sense of depression with difficulty in 
breathing and a tendency to palpitation. 
83 
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a somewhat concrete purpose. To Mr. Healy, M. P. (1885), is 
ascribed the statement that Lord Hartington and Mr. Gladstone 
had “diplomatic colds” when they pleaded indisposition as an 
excuse for not giving addresses at public meetings where they had 
been announced as speakers ; both gentlemen were said to be much 
better on the day after the meetings. 

Some symptoms are readily understood in such terms as these. 
Unless they are so understood the patient may be harmed rather 
than helped by their removal.** Be it said, however, that the 
significance of what appears to be the concrete purpose can be 
evaluated only in terms of the total personality structure. 


This point is well illustrated by a case of a girl with severe generalized 
urticaria.?4 

Although this skin lesion developed shortly after the patient had taken 
aspirin, and was therefore ascribed to it, it failed to clear up with the usual 
therapy including adrenalin and calcium. There was no allergic history, 
and physical examination, including all the usual skin tests, was negative. 
After this lesion had persisted for three weeks a psychiatric consultation was 
requested. 

It turned out that the patient, who had been very strictly brought up, was 
carrying on a clandestine affair with a man who beat her. On the day she 
had taken the aspirin he had visited her in an apartment to which she had 
just moved, where she was known to other tenants. The rooms had very 
thin walls. After having intercourse with her, the man had whipped her, be- 
ginning in his customary playful manner of wrestling and dragging her 
around by the wrists. She said: “He hit me harder than ever before. I de- 
cided I just couldn’t put up with it any more. I am sure the people in the 
house could hear the sounds of the belt. I was awfully upset and told him 
he could never do this again. He always says he loves to see the welts. I 
get humiliated by this and yet he has threatened to leave me unless he can 
beat me. Besides, I like him and he is so nice in other ways.” She then 
added: “He hasn’t beaten me since because of this awful urticaria. I am all 
covered with welts anyway. He likes to see them. And I haven't had to 
give him up.” 


Now it is obvious that the urticaria beautifully served the 
purpose of enabling this patient to avoid beatings and at the same 


time to keep her lover. The urticaria cleared up as soon as this 
became clear to her, that is, after the first interview with the 


23 Cf. Jelliffe (15). 
24 To be reported elsewhere by one of our assistants, Dr. Edward S. Tauber. 
Cf. Tauber (25). 
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psychiatrist, which lasted about an hour. She, and the medical 
staff, were so much surprised by this outcome, however, that she 
insisted on taking large doses of aspirin, “just to see what would 
happen.” The urticaria failed to reappear. This of course from 
the point of view of the medical man is a satisfying result. The 
psychiatrist, however, having discovered the extreme passive maso- 
chistic personality structure of this girl realized that her illness 
had not been cured with the removal of the skin lesion. One can 
scarcely stress this point sufficiently and only long experience with 
medical histories of such patients will convince hospital and com- 
munity of the preventive significance of psychotherapy, that is, 
treatment that really goes to the root of the matter and so may 
obviate the development of further symptomatology.*® 

Third, the evidence given by dreams as to the presence or absence 
of anxiety should be considered in relation to the degree of anxiety 
manifested. Other divergencies between dream material and the 
patient’s statements, such for example as marked hostility in the 
dreams of patients who state they are never angry, should be 
noted.?® 

Fourth, special note should be made of the degree and nature 
of organisation of the patient’s symptoms, psychic on the one hand 
and somatic on the other, as a basis for judging the relationship 
between them. With reference to somatic symptomatology: 

First, does the history show a long series of previous illnesses in which 
disturbances in muscle tension and secretion or circulation are prominent, 
such as colitis, hypertension, muscle spasm, gall bladder disease and so on? 

Second, are the disturbances of secretion or muscle tension out of propor- 
tion to the other symptomatology or the obvious somatic factor in a case? 

Third, are several systems involved simultaneously, for example does the 


hypertensive patient suffer, as is so frequently the case, from chronic consti- 
pation also, and from generally increased muscle tonus? 


With such symptomatology one may suspect an emotional etiology, 
that is, discharge of emotional conflicts by way of the somatic 
short-circuit rather than or in addition to a local response of tissue 
to 


25 Cf. Dunbar, et al. (14). 
26 [Illustrative case histories may be found in Dunbar, et al. (13), pp. 
665-666. 


27 Columbia University text-book of psychiatry (2). 
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The evaluation of psychic symptomatology is a matter for the 
psychiatric consultant. One point however may be called to the 
attention of the general physician. It is important to obtain an 
impression in any given patient of the prominence of fantasy, and 
of action in relationship to conflicts: 

That is, does the patient give evidence of anxiety or active fantasy? Does 
he report elaborate dreams and nightmares, compulsions and phobias? 

Or, is the patient relatively inarticulate, a “man of action rather than of 

thought” ? 
The psychic factor may be of equal importance to the illness in 
either of these cases, a fact which is too generally overlooked. It 
is given different somatic expression however in the one as com- 
pared with the other. This matter will be discussed in a later paper 
in this symposium.*® 

Fifth, the degree and type of the patient’s muscular tension, his 
gestures, and particularly their variations in relation to specific 
material under discussion is revealing, although considerable ex- 
perience is required to enable the physician to evaluate this 
correctly. 

Such clues are obviously significant and care should be taken 
not to detract from their value through injudicious questioning in 
the course of history taking. They must be supplemented by more 
specific observations and examination. 


COMMENT ON PROCEDURE. 


The type of history just presented can be obtained after a little 
practice in from fifteen minutes to two hours. By the general 
physician it is usually best obtained in conjunction with the usual 
medical history, by the psychiatric consultant in the spirit of 
conversation plus rechecking of certain material in the medical 
history. This latter is especially useful if the patient is reticent. 
Incidentally, it is essential to the success of initial therapy (as 
well as of research) that the examination be conducted with a 
minimum of disturbance of ordinary hospital régime and in general 
without attracting too much attention from the patient himself, 
both of which factors must be considered in the manner of history 
taking. 


28 Dunbar, et al. (14). Cf. also Dunbar (5). 
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Students and young physicians are often at a loss as to how to obtain in- 
formation concerning the sexual adjustment of a patient, particularly a 
woman patient. They often upset patients seriously by the questions they 
ask. For example, one can usually say to a psychotic patient, “When did 
you start masturbating?” without obtaining too disturbing a response. Such 
a question can work havoc with a patient on medical service, who considers 
herself normal and is so considered by the attending physicians and nurses. 
We all have had patients who have been disturbed by similar questions, 
bluntly asked by neurologists and general physicians who have decided to 
“pick up a little psychiatry” by reading. If however, in the course of routine 
medical questioning, when one comes to the menstrual history, onset and so 
on, One says conversationally: “And did you expect it to happen? Was it 
what you thought it would be like?” (using of course the patient’s expres- 
sion, if the patient happens to have supplied one), one often obtains the 
whole history of the patient’s relationship to her mother, school friends, boy- 
friends, and sexual development in general, with no emotional reaction 
beyond one of relief and possibly the statement: “Why, doctor, I don’t know 
why I told you all this. It must have been on my mind but nobody asked me 
about it” (which means “let me talk about it”). Dr. Wolfe, three years ago,?® 
called attention to this same situation in both male and female patients suffer- 
ing from anxiety neurosis, who themselves had reached the conviction that 
something was wrong with their sexual life. They rather scorned their 
physicians for not having thought of it, but nonetheless wandered from 
doctor to doctor being treated for all possible maladies and even subjected 
to operation. 

Another entering wedge is supplied by the usual question as to the number 
of pregnancies and children. Women, as we all know, respond readily and 
gratefully to any interest in the difficulties of pregnancy and childbirth. Often 
they will mention incidentally that they “didn’t want to have the child any- 
way” or else that they very much did want to have one, which of course is 
important. This aspect is tmportant also in the case of the man with children, 
who also has gone through emotional experiences in connection with his 
wife’s pregnancy. After a few such sympathetic questions have been asked, 
if adequate information has not been given spontaneously, one can raise 
the question of more children: wanted, unwanted, why, what has been done 
to prevent and so on. Such information is important not only in connection 
with cardiovascular disease where the sexual disturbances are particularly 
important by way of adding actual-neurotic cardiovascular symptomatology to 
that based on the organic lesion. In some cases the whole etiology of an 
accident or setting up of an accident habit may be obtained through such 
channels.®° 


It should be noted also that these points relative to method, 
although they may seem very elementary to most of us, are often, 


29 Wolfe, (27). 
30 Cf. cases given in: Dunbar, e¢ al. (14). 
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perhaps because of their very obviousness, inadequately stressed 
in psychiatric teaching of medical students. Incidentally, the 
questions chosen for detailed illustration were chosen not because, 
as many laymen and some physicians used to think, the sexual 
life in terms of sexual activity is of primary importance in con- 
nection with organic illness, but because it is in this field that 
physicians are most likely to traumatize patients by their question- 
ing, and so to aggravate symptoms. Moreover, a difficulty may 
be created in this way for the specialist who may see the patient 
later. 

As a matter of fact, the road to an understanding of emotional 
factors in illness complicated by or leading to actual organic 
damage, in contradistinction to somatic disturbances occurring on 
a purely hysterical basis, was opened up only after psychoanalysis 
had added to the libido theory (with what was called its emphasis 
on sex) ego or character analysis, with its focus on the patient’s 
character in relation to his environment, although Groddeck and 
Jellitfe much earlier, as well as Freud and Ferenczi, called attention 
to this field and gave valuable suggestions concerning it. As 
already indicated, patients in the general hospital whose illness is 
complicated by emotional factors, suffer in the main from neurotic 
characters, not symptom neuroses in the classical sense. 


SUMMARY OF D1AGNostTiIc PoINTs. 
Necessary steps are the establishing of : 

First, the presence of fear, anxiety or conflict; 

Second, its significance in terms of the total personality, energy economy 
(including degree of consciousness and type of defenses) ; 

Third, its relationship to such somatic symptoms as may be present. For 
the establishment of this point the intensity of the symptomatology con- 
sidered in its physiological aspects is irrelevant but its type and its signifi- 
cance to the patient may give clues. (Although one may suspect the presence 
of a prominent psychic factor when the somatic symptomatology is out of 
proportion to the degree of somatic damage present, the psychic factor is 
often just as important when this is not the case.) 

In other words, one must ask the question, “against what specific impulses 
is the patient thereby defending himself?” What happens within an organ 
depends to a large extent on the related fantasy. 


81 Dunbar (8). 
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SPECIAL TECHNIQUES OF EXAMINATION. 


There are a few additional aids to making a diagnosis before 
intensive investigation is undertaken, which may be used by the 
psychiatric consultant or even by the general physician, before 
the psychiatrist is called in. In most cases these added to the type 
of history just outlined are sufficient to give a basic psychosomatic 
picture. 

First, attention should be called to the relationship between 
muscle tension and the keeping of important emotional material in 
repression. Patients often become particularly tense when a ques- 
tion arouses emotions associated with unconscious conflicts. Watch- 
ing the patient’s shifting tensions therefore gives important clues. 

Muscle tension is a general defense against expression of vege- 
tative energies. Except for some psychotics there are few uncom- 
municative patients who do not become communicative if their 
attention is centered on learning to relax and they become able to 
do so.s?. Many patients who have been unaware of their tension, 
when they relax are overcome by a welling up of emotions which 
takes them entirely by surprise. 

A patient in whom diabetic neuritis was difficult to control was referred 
to psychiatry for consultation. She was asked to lie on the examination 
table, her reflexes were tested (which were hyperactive), and she was asked 
to relax. Her legs and arms were stiff and wooden but she gradually suc- 
ceeded in relaxing them slightly. As she was encouraged and relaxed further 
she suddenly burst out crying, sat up looking frightened, and said: “Oh 
doctor, I feel awful; I feel as if something awful were going to happen. 
Something is coming over me. I don’t know what I might do.” She 
flushed, began to breathe rapidly. Later she said: “I feel safer when I am 
stiff. My ‘aggravations’ can’t bother me so much. That’s why I go to sleep 


like that, only when I wake up in the morning sometimes I can hardly get 
out of bed.” 33 


We had been using relaxation in this way before Wilhelm Reich 
published his Orgasmusreflex, Muskelhaltung und Korperausdruck 
(20), where such observations as those just mentioned are put 


32 Physicians in general hospitals have commented on the fact that rela- 
tively uncommunicative patients often become communicative after the 
physical examination. Of course relaxation is not the only factor to be con- 
sidered here, but making the patient relax is in many cases a useful device 
in taking a history and attempting to evaluate psychic and somatic factors 
in illness. 


88 Cf. Dunbar (12). 
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on a broad biological basis. He notes that the characterological 
armor is functionally identical with the muscular armor, and that 
every dissolution of characterological, 7. e., muscular armor results 
in a release of vegetative energy, in the form of anxiety or sexual 
excitation. 

Second, another way in which attention to relaxation may help, 
is in making somewhat clearer the relationship between emotional 
material and attacks of symptoms or pain. For example, a patient 
with hypertension and an anginal syndrome who was asked to 
relax during a discussion of her family relationship, showed a 
tendency to become tense and in several instances to develop an 
anginal attack whenever discussing a particular aspect of her 
relationship to her father and husband. Observations of such 
reactions are not only useful to the psychiatrist but also may help 
to make the patient aware of a relationship between emotions and 
symptoms. The physician can say, for example, after this has 
happened several times: “Do you happen to remember what you 
were talking about each time you got these?” or “each time you 
got an attack?” There is a danger connected with this procedure 
however, if one is not sufficiently aware of the nature and intensity 
of the patient’s conflicts.** 

Third, every physician should learn to evaluate his own person- 
ality and the reactions usually produced in patients by contact with 
him. When a patient reacts in an exaggerated or unexpected way 
it may be because the physician has reminded him of some other 
individual or of some experience of emotional importance in his 
life. The extent to which the patient’s reaction is usual, unusual, 
rational or irrational, gives invaluable clues as to the patient’s past 
history and his personality. Transference has been called the sum 
total of the irrational elements in the patient’s attitude towards any 
other individual (especially the physician )—a sort of mirror image 
of all his community relationships. Every physician is aware of 
the importance of objectivity, but there are still too few who are 
able to be objective concerning their own personalities, that is, 
concerning the patient’s reaction to them or their own reactions to 
the patient. Yet these factors objectively evaluated are of both 
diagnostic and therapeutic significance.*° 


84 Cf. pp. 1298-1299. 
85 Cf. Wolfe (27); and for further discussion, Dunbar (5). 
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Fourth, use can be made of techniques of association by the 
physician with some training.*® 


CAUTIONS AND SOURCES OF ERROR. 


TOGETHER WITH THERAPEUTIC POTENTIALITIES. 


Helpful as these aids are diagnostically, their effects in terms of 
therapy or the reverse are sufficiently deep-reaching that the utmost 
care and skill are required in their use. Hence, the additional 
techniques just given may be better used by the consulting psy- 
chiatrist in the general hospital and in private practice than by 
the general physician.** 

Case Illustration.—The tremendous therapeutic importance of 
history taking itself, as well as of some of these techniques, can be 
shown best perhaps in terms of an actual case where symptoms 
were relieved by brief psychotherapy of which the history taking 
constituted an integral part. In this connection it will be possible to 
illustrate also the dangers that make it important to stress psy- 
chiatric training of the physician who is to use some of these 
techniques. 


In the interest of brevity, the case selected is one reported at the annual 
meetings of this association four and three years ago.38 This patient had 
suffered twenty years of invalidism as a result of gastro-intestinal and 
cardio-vascular syndromes, including hypertension. Her symptomatology was 
relieved in ten periods of psychotherapy and she has remained symptom 
free through eight years of follow-up. Her blood pressure is still normal. 

The first period was occupied entirely with the overcoming of the patient’s 
resentment over having been sent to a psychiatrist. She felt that all her 
doctors and now even the various departments of the Clinic where she had 
been seen, were no longer taking her seriously and were implying that her 
illness was imaginary. 

It is not necessary to comment here on the importance of taking the pa- 
tient’s pain seriously whatever its etiology: Physiological functioning may 
be as seriously disturbed by fear as by bacteria or toxins. 

The second period was occupied entirely with the taking of the patient’s 
history. Because this patient presented an unusually satisfactory entering 
wedge into her deeper problems in the form of stereotyped nightmares, almost 
all of her history was taken by way of association to these. Of course no 
searching questions were asked. The nightmares were vivid pictures of her 
parents jumping up and down in their graves, from which she would awaken 


36 Cf. e. g., Deutsch (4). 
87 This is particularly true if the psychiatrist is psychoanalytically trained. 
88 Cf. Dunbar (8) pp. 556-558; and (9) pp. I10I-1102. 
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in an anginal attack. It was necessary to comment only that she must have 
had a deep emotional relationship to her parents, in order to have her pour 
forth the story of her life, of their illnesses, of her guilt and resentment. 

Incidentally, the parents’ illnesses had not been recorded in the medical 
history although the father had had his first operation for gastro-intestinal 
cancer at the time of the onset of her gastro-intestinal symptoms, and her 
mother had died of angina pectoris at the time of onset of the patient’s 
anginal syndrome. This had made a particularly deep impression because 
the patient had been estranged from her parents through her marriage 
against their wishes. The relationship to her mother had been restored only 
after the father’s death when it was necessary for the patient to care for 
her during her terminal illness. 

In the course of relating these things the patient, on several occasions, had 
put her hand over her heart, become cyanotic and developed a severe anginal 
attack. It should be noted that no interpretive comment was made on this 
material.°° 

In the third period, by way of association with the nightmares, which 
continued, further history was taken and it was pointed out to the patient 
that both on this occasion and on the preceding one the pain, cyanosis, 
tachycardia, and dyspnea had occurred in relation to certain specific material: 
She had said, “I felt crushed by the family. I was overpowered by my sister 
and resented not having the strength of mind to leave them and set out on my 
own. At night I used to feel a heavy weight on top of me. Father was so 
weak and useless. Mother was worse. I was frightened of her, and yet I 
needed to be taken care of.” 

At the beginning of the fourth period, the patient said, “The nightmares 
changed: I woke up in the night having an attack. This time I saw light- 
ning Over my parents’ graves and their faces peering out. I felt murderous 
as if I could kill them and I felt all day that if I picked up a knife I might 


89 This fact is noted because when this patient was discussed with a group 
of third year medical students, questions were asked as to the significance 
of the stereotyped nightmares: should they be disregarded or could they 
be made useful in any way? A student immediately spoke up: “Why, of 
course, the first thing you do would be to tell her that the nightmares showed 
she had incest wishes and that’s what made her sick.” Incidentally, as far 
as the medical curriculum was concerned these students were innocent of 
Freud. They had just entered their third year, beginning with the medical 
not the psychiatric clerkship. The moral here is that such ideas are likely 
to be put into the heads of patients by physicians, who have tried to make 
up for their lack of psychiatric training by reading popular books on psycho- 
analysis and using the impressions so derived in conjunction with their gen- 
eral medical or neurological experience. From what happened in the two 
succeeding therapeutic periods it should be clear that had some well-mean- 
ing physician enlightened our patient in this way the results might have been 
for him unexpected and for her rather disastrous than therapeutic. 
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kill my husband or someone. I have never felt that way before in my life. 
I didn’t know I could be like that. It’s terrible. I wanted to smother them 
in their graves.” 

At this point it was necessary to hold the patient back a little in her 
associations (discussing her repressed aggression, fear and guilt), because 
of the tendency to act out which came with the welling up of the emotional 
material related to her symptoms. Skill is necessary in order to keep this 
tendency in check and protect the patient from his impulses. The popular 
impression in lay and even some medical circles, that cartharsis is a uni- 
versal good is far from a universal truth. This patient might even have 
killed her husband under the stress of the emotions thus released, especially 
if she had been subjected to the trauma of being told that she had incest 
wishes. Some patients have damaged themselves and others with this type 
of assistance from well-meaning physicians. 

In the fifth period, the patient said, “For the first time in my life that I 
can remember, I have been able to talk with my husband and sit quietly and 
not fidget. I feel confident of my world. I am relaxed but something funny 
happened. I tried to talk about business and did not lose my temper. But 
afterwards I had an attack and fainted.” 

Here we see clearly a vegetative syndrome released with the relaxation of 
the muscular and emotional tension. Such vegetative release is not always 
without danger especially in patients with actual organic damage. 

By the time of the sixth period (a week later) the stereotyped nightmares 
had stopped and also the anginal attacks and gastro-intestinal symptoms. The 
patient had a vague dream of curly things, and considerable fear. She said: 
“Those thoughts about my sad state made my heart go. Sometimes I feel as 
though I might get asthmatic.” 

Here we have another symptom which we know to be related to the 
conflict between acting out and repressing.*° 

In the seventh period the patient spontaneously brought up her practical 
problem for discussion along common sense lines. She said, “whether or not 
my marriage 20 years ago was a mistake, two courses are open to me: divorce 
and supporting myself and daughter ; or to see what I can do toward working 
out a satisfactory relationship with my husband. I have realized that all 
along, but I was too sick to think about it.” 

This illustrates the function of the illness in keeping emotions away from 
consciousness, and accordingly their blocking of thought. 

As we all know, few patients need to be given advice as to what to do 
once they are free emotionally to think about their problems. We often give 
patients too little credit in this respect, perhaps because of some idea that we 
have to be all wise. The “all wise counsellor” often carries his patient along 
a different road than the road to health. To the extent to which the road is a 
road to health, such physicians do literally carry or drag their patients along 
it and a really healthy adult prefers his own two feet to his parents’ shoulders. 

The remaining three periods with the patient were devoted to “working 
through.” Again, this did not involve elaborate interpretation. (This 


40 Cf. Dunbar (11). 
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patient has remained symptom free to the present moment without so far 
as I know ever having heard of an C<dipus complex.) Her history is given 
in two earlier reports.*! 


SUM MARY. 


A psychosomatic approach should characterize every medical 
history. The general physician who gives to his routine history 
and examination a focus and scope such as that here outlined, will 
save himself considerable bewilderment and many errors. If he 
does so it should be in so far as possible with use of a method like 
that here suggested with an attempt to evaluate the clues so obtained. 
His success will depend to a considerable degree on his under- 
graduate and graduate psychiatric training. Here, as in abdominal 
palpation, much experience is required for development of touch 
and of ability to learn from it. 

The general physician has been seriously hampered by the lack 
of adequate means of estimating the psychic component of the 
illness with which he is dealing. The psychiatric examination, even 
if he has been acquainted with it in medical school, is inadequate 
as just indicated, and also clumsy and time consuming. It is as 
unsuitable for office use as were many procedures for blood analysis 
when first discovered. Now some of the more fundamental of 
these can be carried out quickly with a few drops of blood and 
with sufficient accuracy to serve as a guide. This is the more 
important in view of the additional responsibility with which the 
general physician will be confronted as medicine is called upon to 
deal with social problems such as health insurance. It is interesting 
for example, that the panel physician in England is already being 
urged to equip himself with at least rudimentary psychiatric 
knowledge. 

The material given as additional diagnostic aids the general 
physician can use only partially, and probably for his purposes 
these points should be observed merely as additional clues. The 
difficulties in the way of his adequate evaluation of a psychosomatic 
history are as follows: 

First, the most valuable information is that given by the patient spon- 


taneously, and the general physician often has neither the time nor the skill 
to obtain such information. He can however, give special attention to what 


41 Cf. Dunbar (8) pp. 541-562; and (9) pp. 1095-1108. 
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happens to be given, bearing in mind the importance of avoiding the type 
of comment that would lead the patient to suspect that he takes any particu- 
lar attitude towards what is said, other than that of the interested listener. 

Second, spontaneous statements, associations, dreams and gestures have a 
significance to the psychiatrist in terms of the patient’s personality structure, 
repressed conflicts, and all that lies below the level of consciousness, which 
they can never have to the general physician just as is the case with neurologi- 
cal signs of cerebral injury, only the most obvious of which the general 
physician has either the training or the constant experience to recognize or 
evaluate. 

Third, the general physician (whether he be a member of a general hos- 
pital staff, a family physician, or attached to some social group such as an 
insurance company or factory), is usually associated with discipline and is 
somewhat in the position of a judge from whom the patient awaits the sen- 
tence: operation or no operation, confinement to bed or discharge. This in 
itself puts the patient more on his guard than he is with the psychiatric 
consultant. 

Fourth, of all our diagnostic and therapeutic resources there is none more 
important in the psychosomatic field than the transference situation, and for 
its adequate understanding and use psychiatric training is essential. 


Many points suggested could be incorporated in the general 
medical history, and it is hoped that in the course of time this will 
be done. Even these, however, may need to be evaluated by the 
psychiatrist and supplemented by such additional examination as 
only he can give.*? This is particularly true in the analysis and 
management of transference phenomena. It has been said that 
psychiatry is the oldest of the medical arts, and the youngest of 
the medical sciences. The scientific evaluation of the physician- 
patient relationship has been a determining factor in opening the 
way for psychiatry to develop also as a science. 


42 The psychiatrist should be psychoanalytically trained. One of the many 
reasons for this is illustrated by the following: All patients when ill, regress 
in some degree to infantile attitudes, placing the physician in the position 
of parent or nurse, from whom the utmost of care is demanded, but whom on 
the other hand it is very amusing to trick or annoy. Such behavior on the 
part of the patient is revealing and its correct handling of great therapeutic 
importance. Ability to do this has been a determining factor in the skill 
of physicians from ancient times and has usually been referred to under the 
heading of “bedside manner.” Today we recognize it as an integral part 
of the physician-patient relationship, and know the importance of scientific 
control of it. Scientific control of it however, is possible only by those who 
have had the best training at present available (psychoanalysis) in the 
handling of transference phenomena. 


ay 
far 
ren 
cal | 
ry 
‘ill 
he 
ke 
d. 
al 
ch 
*k 
1€ 
te 
as 
is 
f 
d 
e 
1e 
Ic 
] 
e 
ic 
n- 
ill 
at 


1302 PSYCHOSOMATIC HISTORY AND TECHNIQUES [ May 


OUTLINE OF PsyCHOSOMATIC HISTOR’ 
METHOD. 


Casual conversation, careful questioning, and comparison of the 
patient’s statements with those recorded in medical and social 
histories, and on different occasions, supplemented by observation 
of his shifting tensions and exacerbations of his illness in relation 
to the material given, and of his reactions to the physician. 


CONTENT. 


1. The patient’s reactions early and present to his (a) personality 
(his body as well as his mind), (b) family, (c) work, (d) social 
environment, including his economic status, friends, church, hob- 
bies, (e€) sex (auto, homo, hetero; overt, latent), (f) present 
illness. 

2. His preparation for illness by (a) important conflicts in any 
of the necessary spheres of adjustment, (b) constitution, physique, 
previous illness and his reactions to them, (c) hereditary and 
pseudo-hereditary factors, (d) chronological correlation of periods 
of stress and strain, traumatic events, time of appearance of con- 
flicts and symptoms, (e) symptoms as defenses against conflicts 
and expressions of them and of the tension they create. 

3. Material relative to his insight, amnesias, scotomata and the 
operation of unconscious factors. 


DIAGNOSTIC POINTS. 


1. Origin of falsifications, contradictions, and omissions in pa- 
tient or physician. 

2. Patient’s will to get well as revealed in (a) attitude toward 
the hospital, toward his present and past illnesses, toward invalid- 
ism, (b) reaction to physiological changes, effects of the illness on 
his life, the idea of compensation, (c) the specific purpose served 
by the symptom, (d) his ability in terms of his total personality 
structure to handle the conflict expressed in the symptom. 

3. Dreams and other indications as to unconscious and manifest 
anxiety and conflict, especially divergencies between dream material 
and the patient’s statements. 

4. Organization of the patient’s symptoms, psychic and somatic. 

5. Patient’s muscle tension ; degree, type and localization. 


1939] 


(Reqt 


ing hi 
2. | 

mater 
3. 
4. 
Not 


requir 
of int 


Fu 
evalu 
ponet 

Se 
been 
soma 
respc 
with 
that 

TI 
psyc 
sugg 
the 

eval 
sim{ 
beer 


43 
appo 
is ar 
and 
takir 
cann 


| 


1939] FLANDERS DUNBAR 1303 


SPECIAL TECHNIQUES OF EXAMINATION. 


(Requiring special skill because of their therapeutic implications. ) 


1. Patient’s response to relaxation and to enlightenment concern- 
ing his tensions. 

2. Patient’s response to the calling of his attention to specific 
material in relation to which attacks occur during interviews. 

3. Reactions of the patient to the physician. 

4. Free association. 

Note.—The psychiatric history and examination more than any other 


requires experience for the development of firmness of touch and security 
of interpretation. 


IV. CONCLUSION. 


First, some reasons for our present need of techniques for 
evaluation of the relative importance of psychic and somatic com- 
ponents in illness have been summarized. 

Second, a method of psychosomatic history and examination has 
been presented (evolved essentially as a by-product of our psycho- 
somatic studies at Presbyterian Hospital) which, judging from the 
response of internes and medical students who have been acquainted 
with it, should help to fill the general practitioner’s need as well as 
that of the psychiatric consultant in the general hospital. 

Third, a basis for quick evaluation of the relative importance of 
psychic and somatic factors in general hospital patients has been 
suggested together with clues for estimation of the extent to which 
the somatic short-circuit has been called into play in a given 
individual. 

Fourth, the importance of some psychiatric training for adequate 
evaluation of the history and particularly in the use of some of the 
simpler additional techniques of examination here suggested, has 
been outlined. 


43 Obviously to anyone inexperienced in this field, this outline will be dis- 
appointing. He will wish more completeness, perhaps forgetting that what 
is and is not asked depends on what the patient has contributed spontaneously 
and on the total physician-patient situation. One learns history taking by 
taking histories and evaluating them. The psychosomatic history and exami- 
nation more than any other, approaches in quality the surgical operation which 
cannot be learned merely from descriptions of procedures. 
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It is hoped that this presentation not only may contain sugges- 


tions for the psychiatric consultant in the general hospital, but also 
may serve as a stimulus to the development of the “personal data” 
section in the routine medical history. We would appreciate com- 


ments from our colleagues, especially from those with experience 
as psychiatric consultants in general hospitals, who have been 
interested in more than its psychotic or pre-psychotic population. 


mn 
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PSYCHOTHERAPY IN THE GENERAL HOSPITAL.* 


By THEODORE P. WOLFE, M. D., Mep. Sc. D., 
New York, N. Y. 


ORIENTATION. 


A fact pointed out elsewhere will bear repetition: There are 
statistics concerning the percentage of persons in any community 
who, sooner or later, will become inmates of mental hospitals. 
There are no statistics concerning the percentage of persons in 
any community who will be handicapped in their recovery from 
organic illness or made inmates of institutions for the care of the 
chronically ill because of the psychic, not primarily the somatic, 
factor in their disorder, Although the importance of the problem 
presented by these patients, in both medical and economic terms, 
is inescapable, it has, nevertheless, received little attention. Be- 
cause of our persistent indifference toward this problem, it may 
be well to summarize again at the outset of this paper such rele- 
vant knowledge as we have. 

First, the literature abounds with articles pointing out the im- 
portance of psychic factors in various somatic diseases, the inci- 
dence of important psychic factors being given variously as from 35 
to 75 per cent or higher.* However, these figures are derived from 
clinical impression—often on the part of men not trained to make 
such observations—rather than from careful determination; and, 
more important, this realization of the importance of psychic fac- 
tors usually does not seem to result in any practical application. 
Too often, one gains the impression from such communications 


* Read at the ninety-fourth annual meeting of The American Psychiatric 
Association, San Francisco, Calif., June 6-10, 1938. 

From the Departments of Medicine and Psychiatry, Columbia University 
Medical Center. The investigation of psychosomatic problems on which 
these remarks are based has been aided by a grant from the Josiah Macy, Jr., 
Foundation. 

1 Dunbar, H. F., Wolfe, T. P., and Rioch, J. McK.: The psychic com- 
ponent of the disease process (including convalescence) in cardiac, diabetic, 
and fracture patients. Am. J. Psychiat., 93 : 649-679, 1936. 

2 Cf. Dunbar, H. F., Wolfe, T. P., and Rioch, J. McK., op. cit. 
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that this realization does not indicate the necessity for psycho- 
therapy, but is a reassurance to the physician that “there is really 
nothing the matter” with the patient and that he can be sent on 
his way with a few encouraging words. 

Second, a routine survey of all admissions to Presbyterian Hospi- 
tal in certain disease groups (cardiovascular, diabetes, fracture) 
revealed the fact that the emotional factor was of therapeutic im- 
portance in more than two-thirds of the patients in whom an ade- 
quate psychiatric examination could be made.? (We feel certain 
that this percentage will become higher if and when time and per- 
sonnel is available for more deep-reaching investigation than was 
possible; furthermore, these figures do not include patients with 
such primary psychiatric problems as psychoses or mental 
deficiency. ) 

Third, it is not sufficient to state that the emotional factor is of 
therapeutic importance in such and such a percentage, but it is 
necessary to determine in what way psychic factors enter into the 
total disease picture, in what way and to what extent psychotherapy 
may enter into it, and what are the limitations of the help psycho- 
therapy can offer. Since the usual medical management of patients 
in whom organic disease is found is quite different from that of 
patients in whom no organic disease is found, this summary may 
well continue under these two headings. 

Patients Without Organic Disease-—Whether organic disease 
is present or not, there is a vast difference between the patient- 
material seen in private practice and clinic on the one hand, and 
the hospital on the other. In our patient-material at Presbyterian 
Hospital, fully 95 per cent showed organic damage. This is 
mainly due to the fact that most of the so-called functional cases 
are recognized as such by the admitting service and are not ad- 
mitted. The remaining 5 per cent who are admitted are made up 
mostly of cases in which the diagnosis cannot be made without 
an intensive investigation on the ward. As a rule, these patients, 
when examination has ruled out organic disease, are referred to 
the psychiatrist for psychotherapy. Regarding the management 
of these patients, several points stand out: 

First, it is most important that these patients be referred for 
psychotherapy, because they constitute the large group of patients 
who wander from one doctor’s office to another and are either 


ler 
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mistakenly diagnosed as organically sick or treated with placebos 
which have no other than a temporary suggestive effect. In the 
first instance, some disordered physiological function, such as a 
tachycardia or cardiac arrhythmia, is misinterpreted as a sign of 
organic disease, and the patient is likely to develop various hypo- 
chondriacal ideas about his health, perhaps elaborating certain 
psychoneurotic fears in terms of his assumed organic condition. 
He may become afraid of any kind of physical exertion, afraid 
that he may faint or even drop dead any minute, and when he 
finally reaches the psychotherapist, one has to deal not only with 
the original psychoneurosis, but, even before that is possible, with 
this often very tenacious iatrogenic superstructure. 

Second, if these patients are, on the other hand, not mistakenly 
diagnosed as organically ill, they are likely to have been told over 
and over again that “there is nothing the matter with them,” that 
their illness is “imaginary.” It often takes considerable psycho- 
therapeutic effort to convince the patient that—in spite of the fact 
that there is nothing organically wrong—we do not consider the 
illness “imaginary,” but that there is something the matter with 
him, something, however, that cannot be treated with “rest” and 
sedatives, but requires psychotherapy. If the practitioner either 
would acquire enough psychiatric knowledge to handle the simpler 
cases of this sort himself, or would refer them to the psycho- 
therapist, these patients could be saved much suffering, much 
money they spend on their medical “shopping tours” and over the 
drug counter, and hospitals could be saved a great many hospital 
days. 

Third, even if the general practitioner recognizes the indication 
for psychotherapy, the fact should be kept in mind that these so- 
called “functional” cases, although they may be a rather homogene- 
ous group Clinically, are a very heterogeneous group psychopatho- 
logically. Only the trained psychiatrist—at least nowadays—can 
make the differential diagnosis between a conversion hysteria, a 
neurasthenia, anxiety neurosis or hypochondriasis. Since these 
conditions may require entirely different kinds of therapy, only he 
can establish the proper therapeutic indication. To give an extreme 
example: the female patient with anxiety neurosis, whom the gen- 
eral practitioner may—and generally does—diagnose either as a 
cardiac, gastrointestinal or gynecological condition, or as “general 
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nervousness,” “run down condition,” etc., will be treated either 
with various drugs or local applications, or with “rest” and 
sedatives. Psychiatric examination may reveal the fact—and this 
is by no means an uncommon situation—that the cause of her 
disorder does not lie in the patient herself, but in her husband’s 
relative impotence, and that the real patient, therefore, is the 
husband. The correct therapeutic indication cannot be arrived at 
without adequate differential diagnosis and knowledge of the 
specific etiology. 

Patients With Organic Disease.—It is in the presence of organic 
disease that emotional factors are of particular importance, not 
only because in the hospital, patients with organic disease consti- 
tute the vast majority (95 per cent in our survey), but also be- 
cause the emotional factors may be the determinative factors in 
the development, course and outcome of the somatic disease. Yet, 
it is here that the medical man is most likely to overlook the exis- 
tence or importance of emotional factors.’ To give a few examples 
of the psychotherapeutic situations most frequently met with in 
the general hospital : 

First, there are the cases with definitely established somatic 
pathology, such as peptic ulcer, in which the routine medical 
therapy remains unsuccessful. Psychiatric examination often re- 
veals the presence of more or less specific emotional conflicts that 
maintain the pathophysiological processes which initiated the ulcer 
and, by persisting, keep it from healing. Psychotherapeutic han- 
dling of these conflicts, resulting in a diminution or elimination of 
these pathophysiological processes, may be essential for the suc- 
cess of medical therapy and the prevention of recurrences. There 
is no doubt that in many more cases than the medical man realizes, 
failure of what is considered adequate medical therapy is due to 
such emotional blocks to therapy. As yet, the psychiatrist is usually 
called in only at a time when the failure of medical measures 
arouses the suspicion of the internist that “something else” is 
wrong. A routine study of all patients admitted to a general hospi- 
tal—such as was carried out at Presbyterian Hospital with a limited 
number of disease groups—would probably show that emotional 
factors are of therapeutic importance in a much greater number 


3 Cf. Wolfe, T. P.: Emotions and organic heart disease. Am. J. Psychiat. 
93 : 681-691, 1936. 
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of cases than is now assumed, and would probably show the use- 
fulness of routine psychotherapeutic work on all wards of the 
general hospital. 

Second, in a good many cases attention to the emotional factors 
may make surgical intervention unnecessary. This is especially 
true, é€. g., in cases of hyperthyroidism, where surgeons are begin- 
ning more and more to consult the psychiatrist before making the 
final decision as to whether operation is indicated or not, and in 
cases of peptic ulcer of the type just mentioned, where, in case of 
failure of the patient to respond to medical therapy, surgery may 
seem to be indicated, but where it can be avoided if medical therapy 
is combined with psychotherapy. In the following case a routine 
psychiatric service would have avoided an unnecessary operation: 


A 22-year-old girl was admitted to the hospital with attacks of abdominal 
pain. On appendectomy a normal appendix was found. Only later, psy- 
chiatric examination revealed the fact that this girl suffered from a number 
of phobias, such as the fear of being alone, walking in the dark, and riding 
in the subway. The most prominent fear, however, was that of being attacked 
and being “stabbed in the stomach,” and it was found that the attacks of 
abdominal pain had made their appearance with an exacerbation of this fear 
of being “stabbed in the stomach.” Although the operation apparently did 
no harm, nevertheless, the girl, instead of receiving psychotherapy, was sub- 
jected to the risks of a major operation, the costs of which had to be defrayed 
by the community. 


Third, in many cases, the organic disease may be masked by 
neurotic manifestations to such an extent that the diagnosis of the 
organic disease is missed. Dunbar * reported the illustrative case 
of a girl who was referred from surgery to psychiatry as being 
“almost surely not a surgical problem.’’ After some months of 
psychotherapy her symptoms disappeared with the exception of 
a low back pain which was now readily localizable and revealed a 
condition from which a lumbosacral fusion gave immediate relief. 


4Dunbar, H. F.: Physical mental relationships in illness. Trends in 
modern medicine and research as related to psychiatry. Am. J. Psychiat., 
QI: 541-562, 1934. 


er 
id 
er 
l’s 
1€ 
at 
1e 
ic 
ot 
ti- 
e- 
in 
in 
ic 
al 
e- 
at 
c- 
re 
to 
ly 
2S 
is 
i- 
al 
Ry 


1312 PSYCHOTHERAPY IN THE GENERAL HOSPITAL [ May 


SPECIAL PROBLEMS PRESENTED BY THE GENERAL HOSPITAL 
SITUATION. 

Ii we now attempt to analyze the difficulties of psychotherapy 
in the general hospital, we find the following: 

In the Patient—Here we have such factors as low intelligence, 
great indolence, serious language difficulties, and unalterable en- 
vironmental factors; these handicaps are the same in any kind of 
psychotherapy, and need no special discussion. There are, how- 
ever, certain differences resulting from the fact that we are deal- 
ing with somatic disease: The very fact that we are dealing with 
somatic disease accounts for the fact that the patient, as a rule, 
does not consider emotional factors important and does not feel 
in need of psychotherapy. The somatic disease being the patient's 
defense against his unconscious conflicts, he naturally resents an 
intrusion into these defenses. He will say that he “doesn’t see 
what that has to do with his pain’ or whatever the symptom may 
be, and will often try to defend the purely organic nature of his 
illness to the last ditch. This all the more, as his previous medical 
contacts have convinced him that admitting any other possibility 
would be admitting that his illness is “imaginary.” However, by 
explaining psychosomatic relationships to the patient in terms of 
everyday examples, such as tachycardia with fright, blushing with 
embarrassment, and by pointing out examples of reacting somati- 
cally to emotional stimuli in his own history, one can usually over- 
come this initial resistance and gain the patient’s cooperation. 

Another difficulty lies in a fact of which we are becoming in- 
creasingly aware only as our psychosomatic research progresses. 
In the early days of psychosomatic research it was hoped by many 
that it would be possible to find a specific psychic cause for a spe- 
cific somatic syndrome, like a specific germ causing a specific in- 
fection, and that it would be sufficient therapeutically to deal with 
that particular complex. Such a hope has not been fulfilled, and 
we realize more and more that somatic symptoms are mainly due 
to a particular characterological make-up in the patient. This is 
by no means surprising. It is the same observation that was previ- 
ously made in the field of the psychoneuroses, where we have come 
to realize that symptom-analysis is not sufficient and that the only 
efficient therapy lies in the treatment of the fundamental charac- 
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terological reaction-basis. However, even in dealing with the psy- 
choneuroses we have as yet no adequate technique of character- 
analysis, and in dealing with somatic disease, there are additional 
difficulties. 

Quite apart from the fact that in the hospital and the clinic, time 
is not available for such intensive treatment, one would in many 
cases hesitate to carry it out even if time were available, because 
of the possible danger from the somatic side inherent in intensive 
psychotherapy of somatic disease.*® 

A single woman of 37 was admitted to the hospital with hyper- 
tensive cardiovascular disease. For several years, she had been 
running a blood pressure of over 250 mm. systolic. She presented 
a psychic picture with which we are familiar in “essential” hyper- 
tension: a calm exterior with a great deal of repressed resentment. 
Asked whether she was nervous, she said: “Yes, I am, inwardly,” 
“my nervousness is all inside,” “I shake inside.” She worked as 
a hairdresser, liked her work, but often resented peoples “de- 
manding too much.’”’ However, she never showed her resentment ; 
in fact, customers “commented on her calmness.” Instead, she 
would get attacks of “violent pounding of her heart” and attacks 
of perspiration, first in situations that provoked her resentment, 
and later without any apparent provocation. 

This patient, an intelligent, attractive person who originally had 
had varied interests, had sacrificed her life to her parents of whom 
she had taken care for many years. She had given up several 
chances to get married as well as vocational interests in order to 
be able to do so. There were certain indications that the patient 
resented this situation a great deal, but this resentment was entirely 
excluded from consciousness. On the contrary, she said she was 
“tickled to death” to do it. This was indeed an ironical statement 
in view of the fact that a few weeks before, during the first week 
after admission, she seemed—according to the medical chart— 
“about to die on three occasions.” She was convinced that “her 
nature was not selfish,” that “she always liked giving,” but at the 
same time she suffered from chronic constipation, which would 
seem to indicate a strong unconscious opposite tendency. 


5 Cf. Wolfe, Theodore P.: Emotions and organic heart disease. Am. J. 
Psychiat., 93: 688, 1936. 
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From a psychotherapeutic point of view it was felt that—in 
view of the fact that this patient was completely unaware of her 
central conflict—only very intensive therapy would have been of 
any avail. On the other hand, it was felt that such therapy would 
inevitably produce violent somatic reactions which, in view of her 
cardiovascular status, might have been dangerous to life. Conse- 
quently, this patient fell in that group of patients so often seen 
in the general hospital, who could have been helped materially by 
psychotherapy at an earlier age—or earlier stage of their somatic 
disease—but in whom effective psychotherapy is no longer feasible 
either because the emotional conflict is too deep-seated to be treated 
by the methods at our disposal in the hospital, or because it has 
already resulted in so much structural damage that intensive psycho- 
therapy may involve physical danger. 

In the Hospital Physician.—As already mentioned, in cases where 
definite organic pathology is present, the medical man is inclined 
to ascribe the entire symptomatology to the organic lesion, over- 
looking the fact that part of the symptomatology may be due to 
emotional factors. It is difficult for him, therefore, to see any indi- 
cation for psychotherapy in these cases. The older men on the 
medical staffs graduated from medical school at a time when psy- 
chiatry was either not taught at all or not sufficiently well or ex- 
tensively enough to have them overcome their prejudice that psy- 
chiatry is an incomprehensible something which has no place in 
scientific medicine. This still prevailing attitude among the senior 
staff members makes it difficult for the psychiatrist to establish 
himself as an integral part of the general hospital ward. It is 
encouraging to notice that the improvement in the teaching of 
psychiatry in medical schools is already resulting in a greater readi- 
ness on the part of house staffs to recognize psychosomatic prob- 
lems and to-call on the psychiatrist for assistance. 

In the Hospital Set-Up—tThe attitude of the responsible staff 
members is necessarily reflected in the administrative set-up of 
the general hospital, where the psychiatrist, as a rule, is not re- 
garded as a necessity except as consultant in psychotic patients 
where he is called in to give advice as to how to get rid of a patient 
who does not behave according to hospital rules. Probably, most 
hospital administrators, if asked to put a full time psychiatrist 
on the staff for work on the general wards, would reply that they 
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could not afford it. Observations on general hospital wards, how- 
ever, indicate that—even from a purely financial standpoint— 
hospital administrators can ill afford not to employ psychiatrists. 
In the report of our research two years ago ® we stated: 

The psychic factor seemed to be of particular significance in relation to 
the tendency to relapse and to become chronically ill. Each of these 42 
patients * had been hospitalized previously for the specific illness in question, 
from I to 13 times (and some patients in the general case material had even 
higher records), totaling between them nearly 200 periods of hospitaliza- 
tion. No one of them required hospitalization since the treatment was con- 
cluded, that is, during periods of 1 to 6 years (average 3} years), as the case 
may be. 

Although this observation may not be considered very significant until 
these patients have been followed considerably longer, it is none the less 
noteworthy that 10 of these patients had been hospitalized from 2 to 4 times 
during the year immediately preceding the treatment. Work of this sort, 
costly as it is in the time required on the part of the psychiatrist, may be 
much less expensive in the long run than the invalidism which develops 
without it. 


Such observations are highly suggestive of a financial saving 
achieved through psychotherapy on general hospital wards. How- 
ever, they are not conclusive enough to convince business admin- 
istrators, who would have to be convinced by strictly financial argu- 
ments. An important attempt in this direction was made by Bill- 
ings, McNary and Rees,’ who set out to answer the question: 
“What does the consideration of patients from the psychiatric 
aspect mean in terms of decreasing hospital days and therefore in 
saving dollars and cents?’ They found that if only 146 general 
hospital patients per year are examined and treated psychiatrically, 
a total of 1800 hospital days, or $8.464 can be saved. It is signifi- 
cant that the Psychiatric Liaison Department, in connection with 
which this study was carried out, is financed by a foundation. It 
is to be hoped that in the near future psychiatric services in gen 
eral hospitals will no longer have to depend on the help of founda- 


® Dunbar, H. F., Wolfe, T. P., and Rioch, J. McK.: Op. cit. 

7In whom the course of the illness had been altered fundamentally by 
psychotherapy, although the indication for psychotherapy was obvious in 
more than two-thirds of the patients studied. 

8 Billings, Edward G., McNary, William S., and Rees, Maurice H.: Finan- 
cial importance of general hospital psychiatry to hospital administrator. 
Hospitals, 11: 40-44, 1937. 
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tions, that hospitals will realize that the maintenance of a psychi- 
atric service on general hospital wards is not only good general 
medicine, but also good business. 

In the Psychiatrist —The psychiatrist working in the general 
hospital, in order to do the best possible work, has to have special 
qualifications. He has to have enough general medical background 
to be conversant with the medical problems with which he is con- 
fronted, and, in addition to a good general psychiatric experience, 
needs training in psychoanalysis. If many ambulatory patients 
develop attacks of their particular somatic disturbance in connec- 
tion with seeing the psychotherapist, even to the extent of necessi- 
tating admission to the overnight ward,® or other patients develop 
attacks of dyspnea and palpitation only when seeing the physician, 
it is obvious that at that particular time their conflict is concen- 
trated in the physician-patient relationship, the transference. Psy- 
choanalytic training is indispensable if the physician is to be able 
to handle such situations correctly. It goes without saying that no 
such drastic examples are necessary to demonstrate the importance 
of handling the transference situation correctly: being late to a 
clinic appointment or forgetting it, blushing or other gestures, 
dreams with transference significance, all these things may be 
equally important and give the most significant clues. They usually 
escape the attention of the physician without psychoanalytic train- 
ing. Another reason why the psychiatrist in the general hospital 
needs psychoanalytic training is that it should enable him to take 
an objective view regarding the resentment and resistance on the 
part of the general medical man, 1. ¢., to recognize the indifference, 
obstruction or ridicule he meets as expressions of current trends 
tather than to see in them feelings directed against him personally. 


SUM MARY. 


Against the background of some six years’ experience with re- 
search concerning psychosomatic problems, carried out on the 
wards of a general hospital, an attempt has been made in this 
paper to point out (1) the magnitude of the task psychotherapy 
has to fulfill in the general hospital; (2) some of the types of 


® Wolfe, Theodore P.: Emotions and organic heart disease. Am. J. 


Psychiat., 93: 684 ff., 1936. 
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psychotherapeutic situation most frequently met with in the gen- 
eral hospital; and (3) the particular difficulties and limitations 
of psychotherapeutic work in the general hospital. 

At the present, psychotherapeutic work in the general hospital 
is more a desideratum than an actuality. The translation of this 
need into practical application will have to be mainly along 
three lines: (1) further, intensive work in the field of psycho- 
somatic research; (2) further progress in psychiatric education, 
with especial emphasis on bridging the gap between general medi- 
cine and psychiatry, and the training of psychiatrists especially 
equipped for psychotherapeutic work on general hospital wards ; 
and (3) convincing demonstration to the authorities responsible 
for hospital administration that a psychotherapeutic service on gen- 
eral medical wards is not a financial liability, but a financial asset. 
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THE PSYCHIC COMPONENT OF THE DISEASE 
PROCESS (INCLUDING CONVALESCENCE), 
IN CARDIAC, DIABETIC, AND FRACTURE 
PATIENTS. 


Part II.* 


By H. FLANDERS DUNBAR, M.D., THEODORE P. WOLFE, M.D., 
EDWARD S. TAUBER, M.D., anp A. LOUISE BRUSH, M.D., 


WitH ASSISTANCE FROM MIRIAM COFFIN. 


Two years ago we gave our impression of the extent and 
importance of the psychic component in three different kinds of 
illness: fracture, diabetes and various types of cardiovascular 
disease. The observations reported were of all patients (in the 
age group 15-55) admitted to Presbyterian Hospital over a period 
of two years. Although we have added to this study, in order to 
give further contrasts, patients suffering from certain forms of 
gastro-intestinal disease, skin disease and allergy, the statistical 
section of this paper will be confined to the groups previously 
presented, in order to make comparison possible. Our picture for 
the two years 1936-1938 is in closer accord? with the picture 
1934-1936 than might be expected in view of the fact that one of 
our major problems in the beginning was the working out of an 
adequate method of psychosomatic examination. The present 
analysis is based on material of about 1200 cases.’ 


* Read at the ninety-fourth annual meeting of The American Psychiatric 
Association, San Francisco, Calif., June 6-10, 1938. 

From the Departments of Medicine and Psychiatry, Columbia University 
Medical Center. This investigation has been aided by a grant from the 
Josiah Macy, Jr., Foundation. Some of the cases for the year 1936-1937 were 
worked up by Dr. Janet McK. Rioch, collaborator in Part I of this report. 

1 The correspondence occurred not only in spite of the four changes in 
material noted below (fn. 3) but also in spite of changes of assistants. 

2 Tables I, II-A, II-B, and III are limited to the patients in the three 
groups studied during all four years, and do not include the additional contrast 
groups which are described later. 
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I. STATISTICAL ANALYSIS 
GENERAL. 


Our statistical impression of the rdle of the psvchic factor 
I ps) 


in this general hospital material as studied routinely over a period 
of four years is as follows: ® 


First, the psychic factor during the period of hospitalization was found 
to play an important role in the illness of more than 38 per cent (1934-36, 


3 For method of procedure see our first report (11). Only minor changes 
were made at the end of the first two years. These are mentioned merely for 
their bearing on the statistical tables. They are as follows: 

First, inclusion of all fracture patients (exclusive of those with fracture 
of the skull), instead of merely those remaining two weeks or 
the ward. 


more on 


Second, limitation of the age group to 15-50 instead of from 15-55. For 
this the primary reasons were the following 


(1), of the 55 cardiac patients over 50 admitted during the first two 
years, 39 or 7I per cent had to be excluded from detailed study. In 
other words, with these patients the suitability for psychiatric investiga- 
tion was decreased by more than a third in the age-group 50-55 as com- 
pared to the age-group 15-50, and the suitability for psychotherapy was 
decreased even more. There is no such striking difference in fracture 
and diabetic patients in this age period. Hence it seemed that our groups 
would be more comparable if this period were excluded. 

(2), after having a rough general picture of our material, intensive 
study of as large a proportion of the group as possible became more 
important, and this was facilitated by reduction in the size of the group. 

(3), there is greater complication of the problem by mental and 
environmental as well as physical factors in the 


half decade following 
the age of 50 as compared to that preceding it. 


Third, exclusion of all colored patients for the reason that the majority of 
negroes studied were of low intelligence, relatively inarticulate and poor 
observers of themselves. Since there had been no fundamental differences in 
our findings in the negroes as compared to the white groups it seemed that 
the disproportionate amount of time required for the negroes was not justified. 

Fourth, as this project has developed it has been split up into increasingly 
limited concrete studies involving the elimination or the cross-checking of 
variables, for example, patients combining hypertension and fracture, etc.; 
and more detailed records of physiological changes such as the circulatory 
reflex, continuous blood pressure, pulse and respiration, etc. Otherwise the 
general procedure has remained as outlined two years ago—a combination of 
careful descriptive study following the pattern outlined in the first paper of 
this symposium (10) and more intensive study and therapy in the case of 
some individuals in each group. 
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38.9 per cent—1936-38, 38.5 per cent) of the total admissions. It probably 
plays such a role in a greater proportion in view of the fact that more than 
half of the patients admitted had to be excluded from adequate investigation 
because the illness at the time of admission was too far advanced (or the 
situation otherwise too unfavorable) to permit the establishing of this fact.4 
In many cardiacs who died shortly after admission, for example, there was 
evidence from earlier records that an important psychic factor existed. 

Second, the psychic factor played an important rdle in the illness in 79 per 
cent (1934-36, 79 per cent, 1936-38, 80 per cent) of patients admitted to the 
hospital during a stage of illness such that psychiatric investigation was 
possible. The remaining 21 per cent were divided about equally between 
those in whom the picture was confused and those in whom brief examination 
revealed no important psychic element in the illness. 

Third, the psychic factor was of therapeutic significance in 80 per cent 
of the patients of whom adequate examination was made. In part of the 
remaining 20 per cent, psychotherapy would have been warranted had there 
been any way of making this possible on an intensive basis. 


The following points should be noted relative to the foregoing 
statements summarized in Table III: 


Ad I.—The figure for the percentage of the total admissions in whom 
the psychic factor was ascertained to be important for the illness is in sur- 
prising accord with that given previously. A factor in the slight increase is 
that patients with cardiovascular disease in the age group 50-55 were not 
seen and as Table I shows, this markedly reduced the percentage ex- 
cluded. Note: The decrease in cardiacs who died shortly after admission or 
were sent elsewhere for chronic or terminal care is significant. The decrease 
in the total number excluded would have been more marked had it not been 
partially cancelled by the inclusion of all fracture patients (many of whom 
are quickly discharged to their family physicians) so producing an increase 
of exclusions under this heading. 

Ad II].—The figure giving the number of patients suitable for study in 
whom the psychic factor was inadequately determined is likewise in sur- 
prising accord with that given previously. Because of the relatively greater 
difficulty in studying the psychic factor in fracture patients (Cf. p. 1331), the 
greater number of fracture patients in the total group (they constituted 
about 16 per cent in the first two years, and about 38 per cent of the total 
group in the second two years), would be expected to result in an increase in- 
stead of a decrease in the number inadequately determined. As a matter of 
fact, however, in the first two-year period the psychic factor was inade- 
quately determined in 35 per cent of fracture patients suitable for study and 
in the second period in 23 per cent of them, hence again we have two 
factors tending to cancel each other. (This difference may be in part a 
matter of increasing skill, but is probably largely the result of seeing a higher 


4 Exclusions from detailed study were for such reasons as death shortly after 
admission, psychosis, etc. Cf. Table I. 
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percentage of patients with relatively minor accidents and first accidents in 
whom the psychic factors leading to the accident were less deeply repressed, 
therefore more readily ascertained.) And added to this is the exclusion of 
colored patients. 


TABLE I 


PATIENTS IN THE TOTAL ADMISSION Groups EXCLUDED FROM DETAILED 
INVESTIGATION. 


Cardiovascular 


disease. Diabetes Fractures. 
1934- 193¢ 1934- 193 1934- 1936- 
193¢ 1938 1936 1938 1936 1938 
outof outof outof outof outof outof Total. 
Reason for exclusion. 456 292 85 63 64 168 1128 
I. On the Basis of Illness 
or Defect: 
(a) Death shortly after 
admission ....... 23 5 2 121 
(b) Other primary com- 
plicating somatic 
SS eee 73 QI 13 7 2 15 201 
Ce) 4 2 2 8 
(d) Low mentality .... 8 9 0 I I 6 25 
II. On the Basis of Feasi- 
bility : 
(a) Referral elsewhere 
for chronic or ter- 
minal care ....... 25 9 { 0 2 0 40 
(b) For some reason not 
to be readmitted... 9 2 I 12 
(c) Transferred to the 
private service, re- 
ferred to local phy- 
sicians, or otherwise 
impossible to fol- 
ee eee 34 32 13 8 10 39 136 
(d) Language difficulties 9 7 G I 0 3 20 
oO 253 173 37 19 15 66 563 
Percentage of the total 
admissions both 
years excluded .. (57.) (38. ) (35.) (50.) 


Ad III.—The only important differences in the figures in 1936-1938 as 
compared to those for 1934-1936 are an increase in the number of patients 
warranting therapy and a decrease in the number of patients in whom the 
psychic factor was thought to be too-deep-lying for treatment. Both of these 
probably indicate an increase in our skill as a result of longer experience. 
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Another factor of importance, however (although it does not account for 
the total difference) was the exclusion of patients in the age period 50-55 
among whom in the cardiovascular group the feasibility and value of psycho- 
therapy is markedly less than in the earlier age period. 

Finally, the third change in our procedure, exclusion of colored patients, 
probably had little effect (except under 2) because their distribution in 
group III (see Table III) as studied in the first years did not differ im- 
portantly from the general distribution. 


TABLE IIA. 


Tue Psycuic FActor FROM THE POINT OF VIEW OF THE THERAPEUTIC 


PROGRAM. 
Cardiovascular 
disease. Diabetes. Fractures. Total No. 
1934- 1936- 1934- 1936- 1934- 1936- 1934- 1936- 
No. of patients. 1936 1938 1936 1938 1936 1938 1936 1938 
456 292 85 63 64 168 605 523 
II. Suitable for detailed 

48 44 49 102 300 265 


In whom the psychic 

factor was: 
(a) Inadequately de- 

termined ..... 42 17 8 12 17 23 67 52 
(b) Too much com- 

plicated somati- 

cally or too 

deep-lying for 

more than pal- 


liative treat- 

55 9 I2 6 5 2 72 17 
(c) Such as to indi- 

cate psycho- 

therapy 106 93 28 26 27 77 161 1096 


1. The smaller figures for 1936-38 resulted from (a) the decrease of age from 15-55 
to ‘se and (b) omission of all colored patients. 

2. The increase in the fracture patients for the period results from the elimination 
the - ‘eee requirement in the first period that they stay two weeks or more on 
the ward. 


RELATING TO CHRONIC ILLNESS. 


In addition to this statistical picture of routine hospital ad- 
missions we have statistics concerning the role played by the psychic 
component in chronic illness and its prevention. Although our 
hospital is one with quick turnover of patients and does not keep 
patients needing chronic care, more than four-fifths of our patients 
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II. 


Tue Psycuic FActor FROM THE POINT oF VIEW 


TABLE ITB. 


OF THE THERAPEUTIC 
PROGRAM. 
Cardiovascular 
disease. Diabetes Fractures 
1934-1938 1934-1938 1934-1938 
= Bes Per Per 
No. of patients. No. cent. No. cent. No. cent. Total. 
Suitable for detailed 
322 43. 92 62. 15! 65 565 
In whom the psychic 
factor was: 
(a) Inadequately deter- 
ee 50 18, 20 22 40 26. 119 
(b) Too much compli- 
cated somatically 
or too deep-lying 
for more than pal- 
liative treatment. 64 20. 18 10. 7 5 89 
(c) Such as to indicate 
psychotherapy ... 190 62. 54 50. 104 60. 357 
TABLE III. 
CoMPARISON OF Two 2-YEAR PEertopDs SUMMARY. 
First two Second two Four-year 
years. years. period. 
Per cent Per cent. Per cent. 
Of the patients admitted: 
The psychic factor was of sig- 
Study was impossible of.......... 5I. 40. 50. 
Of the patients suitable for study 
the psychic factor was: 
70. 8o. 70. 
Inadequately determined in....... 21 20. ai. 
Of the total patients adequately 
studied the psychic factor was: 
Too much complicated somatically 
or too deep-lying for more than 
palliative treatment in.......... 32. 8. 20. 
Such as to warrant psychotherapy 
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were chronic in the sense that they were not suffering from the first 
attack of the illness in question, or were suffering from an illness 
which had incapacitated them for more than a year: of the 
patients with cardiovascular disease 77 per cent; of the patients 
with diabetes 86 per cent; of the patients with fractures 75 per 
cent. (Comment will be made later on the word “chronic” as 
applied to fracture admissions.) The psychic factor was of par- 
ticular importance in the chronic patients in the groups studied, 
and a large percentage of them were being kept ill unnecessarily 
by this component of their illness.® 

Our study has suggested that striking changes may be indicated 
in the management of chronic illness: 


First, that the best care for the chronically ill, as for example, the cardiac 
invalid who has suffered repeated breaks, is not always provision for special 
care, relief from responsibility, restricted régime, and so on. These may 
instead help to keep him in an invalid and dependent condition.® 

Second, that although the psychic factor is more regularly overlooked in 
the case of severe somatic damage (where, as a matter of fact, its detection 
may make the difference between life and death) and in the handling of 
convalescence and chronic illness it is no less important in our failures, 
patients who wander from physician to physician and clinic to clinic. If a 
patient has received treatment from a dozen or two private physicians and 
half a dozen clinics, and has submitted to elaborate and expensive labora- 
tory procedures in each place, one may be justified in suspecting that his 
physicians have in some way failed to find out what was the matter. Usually 
when this happens it is because we are dealing with a prominent psychic 
factor. Such patients are a real drain on hospital and clinic time and funds. 
They can be effectively treated only if equal attention is given to the psychic 
and somatic aspects of their illness. We now have concrete information con- 
cerning a group of such patients. 

Third, that there is need of an adequate basis for the inclusion of 
attention to the psychic component in illness in our public health program. 
Its inclusion is exigent, both because of the facts noted above, and in view 
of the problems of health insurance and socialized medicine with which 
we are confronted. A major weakness of such systems as are in operation 
is a result of our lack of knowledge concerning emotions and physi- 
ological changes.?7 This is the more serious in that some of our most 
significant advances, i. e., control of epidemics, prolongation of life ex- 
pectancy in general and particularly with certain diseases, such for example 
as diabetes, have actually increased the bulk of chronic illness. And it is 


5 Cf. Dunbar (7). 
® Cf. Dunbar, et al. (11), and also Wolfe (27). 
7 Cf. Dunbar (6). 
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chronic illness as well as those illnesses which have the greatest tendency 


to become chronic in which the psychic component is of the greatest sig- 
nificance to therapy. 

A key to this problem lies in our management of convalescence. 
Our inadequacy here was stressed in the recent survey of New 
York hospitals, sponsored by the United Hospital Fund, which 
called attention to the need of “sharp distinction between con- 
valescent and chronic patients and their assignment to institutions 
equipped to care for their respective needs.” Especially noted 
was the “lack of effort on the part of hospital physicians to plan 
for convalescence and care of their patients before discharge from 
hospitals.’”” We have begun to realize that the convalescent period 
may be the most critical period of any illness from the point of 
view of the patient’s actual return to the community as an effective 
human being: There are too many patients today who, already well 
on their way to excellent recovery, suddenly and unaccountably 
develop what we are coming to call the “chronic invalid reaction” 
and never quite recover. Even more important if possible, than 
the situation relative to patients with cardiovascular disease, is the 
problem presented by patients on the fracture ward, the majority 
of whom, as will be explained later, are in reality chronic cases. 


II. EMOTIONAL PROBLEMS IN THE DISEASE GROUPS 
STUDIED 


(GENERAL. 


As indicated in our earlier presentation * our method has involved 
a combination of careful descriptive study * and more intensive 


8 Section III of Part I of this report: Dunbar, et al. (11). 

® All patients, not excluded, are given a psychiatric examination (one to 
six interviews of about an hour each) for the purpose of obtaining a pre- 
liminary impression of the personality and of the nature and importance of 
the emotional component in the illness. Cases in which a definite impression 
cannot be obtained in tnis time, as well as cases which seem particularly suit- 
able for psychotherapy, are worked with intensively when feasible, that is, 
daily, while they are on the ward and two to four times a week in the clinic 
after discharge, careful simultaneous record being kept of changes in 
physiological function. After termination of treatment they are followed 
at intervals of six months to a year depending on the case. Unfortunately, 
in view of the limitation of staff time, intensive investigation and treatment 
was not possible in all cases in which it was indicated. 
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investigation and therapy in the case of some individuals in each 
group. Our impression two years ago concerning the comple- 
mentary value of these two procedures has been amply confirmed. 
Furthermore, present material justifies us in going beyond the 
mere raising of questions to definite statements concerning the 
psychic component in each disease group studied. On the other 
hand, no one finding is specific for any particular group, or specific 
for the somatic disorders in question as opposed to other somatic 
disorders or psychoneuroses. Any one of the tendencies mentioned 
may be found in any patient but there are marked similarities and 
differences from group to group as well as in the total picture 
presented by individuals. Because at best these must be given in a 
sketchy way in such a report as this, we shall limit detailed com- 
ments to the fracture group using the other groups only incidentally 
by way of contrast. The specific findings for the other five groups 
will be reported later. 


FRACTURE PATIENTS. 
(160 studied.)*° 
TRAUMATOPHILIC DIATHESIS. 


What Freud has called the traumatophilic diathesis is illus- 
trated in a very high percentage of patients on the fracture wards. 
Nearly four times as many fracture as cardiac patients gave a 
history of accidents prior to the onset of the illness in question. 
(In obtaining this figure, injuries that occurred during the world 
war were excluded in both cases.) It should be noted also that 
only a fraction of one per cent of cardiac patients reported more 
than one accident as compared with two-thirds per cent of the 
fracture patients. Of these furthermore, about half had had three 
or more accidents ; the maximum number was 27. Of the 21 per 
cent of cardiac patients who reported previous injuries, nearly 
half reported accidents which may well have been accidental or 
innocent. Examples are the following: a patient was stabbed 
while watching a parade; a patient was standing on a plank which 
was broken by another man. About the same percentage of 


10 This number includes some patients studied prior to 1934 when the 
routine study was undertaken. Sixty patients have been followed from one to 
nine years. 
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fracture patients, that is nearly 10 per cent, had accidents that 
were accidental or undetermined from this point of view. The 
percentage of such accidents was smaller in the group reporting 
more than one accident. 

These facts are interesting among other things because studies 
of industrial accidents in this country and in England show that 
the majority of accidents happen to a very small group of em- 
ployees.1! This is true in industries having a high element of 
danger as well as in those having a low element of danger. It is 
true of automobile accidents where there is no employer-employee 
situation, as well as of those where there is such a factor.1? Those 
employees who have the worst industrial accident records have 
also the greatest number of accidents at home or on the way to 
work. It has been found that this is not primarily a matter of slow 
reaction-time or defects in training,’® of skill, or of lack of physical 
or mental fitness.‘* Defects of machinery account for a very small 
percentage of industrial accidents.?® 

A study of an industrial plant with 6600 employees calls attention 
to the fact that there is such a thing as an accident habit : ?* certain 
individuals stand out as having a tendency to minor accidents 
which do not result in their staying away from work. They come 
in with sore fingers and minor cuts and sprains, over a number of 
years. These injuries obviously do not gain them compensation in 


11 Cf. Heinrich (15) and also Farmer and Chambers (13); Dershimer 
(4); Forster (14). 

12 Heinrich’s report (15) gives less than 0.8 per cent of the employees 
as responsible for 10 per cent of the accidents. Culpin (3) gives 25 
per cent of the employees as responsible for the majority of accidents. Slo- 
combe’s unpublished report to the Registry of Motor Vehicles, Boston, in 
1932 gives one third of 5000 auto drivers followed for six years as respon- 
sible for all the accidents of this group, and 13 per cent of the 5000 as in- 
volved in more than half the group’s total accident. Slocombe and Brakeman 
(25) report that of 2300 men employed in the operation of surface cars, 27 
per cent causes 55 per cent of all the accidents. 

18 Cf. Motor-Vehicle Traffic Conditions in the United States (21). Hein- 
rich (15); Farmer and Chambers (13). Heinrich’s analysis of 50,000 
injuries showed only 8 per cent to be related to skill, three per cent to being 
physically unfit, and one per cent to being mentally unfit. Brakeman (25). 

14 Cf. Dunbar (6). 

15 Cf. fn. 11. 

16 Cf. Heinrich (15) and also Slocombe (23) and (24). 
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the sense of payment or even of getting time off. Yet it is among 
these individuals that the majority of major accidents occur. To 
give one example: 

In the dispensary of an industrial plant records “were tabulated to see 
how often the same workmen were injured. Visits for redressings were 
disregarded.” A Io per cent sample showed that “625 men had visited the 
dispensary 2641 times in less than two years. Only 184 of them once, and the 
rest more often, some twice, some five times, some ten times, some twenty 
times. The champion had been in 37 times ....” 17 183 men, that is about 
29 per cent of them had nearly two-thirds of the total number of accidents. 
They averaged 9.5 accidents each, whereas the others averaged 2.1 each. 
The plant had 6600 employees of whom 3600 had had no accidents. Of the 
remaining 3000 men 900 had had more than four accidents each in a period 
of less than two years.1§ 

There have been many attempts to ascertain what gives certain 
personalities the accident habit, and how accident proneness may 
be detected. A study carried out by the National Research Council 
of four large companies employing about 1400 drivers with small 
variation from season to season, reviews this question. “Company 
A is a public utility, operating a large fleet of trucks and passenger 
cars, the latter being used chiefly by inspectors, supervisors, fore- 
men and executives. Collectively, these cars travel between 
2,300,000 and 2,900,000 miles a year. In 1928 this company became 
seriously concerned about the high cost of its automobile accidents 
and the unwelcome fact that they were increasing in number 
every year. It undertook to find the reason, and to see whether it 
could do anything to reduce the rate.” After having worked on the 
basis of current theories ranging from weather to reaction time, 
and having tried to remedy the situation in ways ranging from 
education to punishment of those who had accidents, the con- 
clusion was reached that “the method which the psychologists 
thus far have used cannot be made very effective in predicting a 
driver’s performance.” This company then shifted those men 
with the highest accident rates to other jobs in the plant. In less 
than four years it reduced its number of accidents per year to 
about one-fifth the original rate, and more than quadrupled the 


17 Although this latter point is doubted by one industrial physician con- 
sulted, who says that even a little time off to smoke in the clinic infirmary 
is much desired. 

18 Cf, Slocombe (24). 


fay 
hat 
he 
ing 
lies 
hat 
™m- 
of 
is 
ree 
ose 
ive } 
to 
Ww 
cal 
all 
on 
its 
ne 
of 
in 
1er 
es 
25 
lo- 
in 
n- 
n- 
an 
27 
n- 


1330 CARDIAC, DIABETIC, AND FRACTURE PATIENTS [ May 


average number of miles between accidents. Moreover, it had 
held to the new level for 3 years at the time of publication. More 
striking than this however, was the fact that the men shifted to 
other jobs in the plant began to have personal injuries instead 
of traffic accidents. “Since that time analysis of the records of 
more than 2000 drivers employed by the four companies showed 
that their automobile accidents and their personal injuries tend 
to accumulate side by side.” ** 

On the basis of such studies as these it has been stated that 
from 88 *° to go *! per cent of all industrial accidents are personal,”* 
that is, seem to be related to something in the personality of the 
individual. It may be significant that (although until very recently 
we had not come across the studies just cited) this figure of 
about 10 per cent is in accord with our estimate made on the basis 
of careful case studies of 600 patients with cardiovascular disease 
and fractures, which showed that well on to 10 per cent of each 
group had had what seemed to have been accidental accidents; 
another 12 per cent of the patients with cardiovascular disease as 
compared to go per cent of the fracture group had accidents in 
which the personality factor seems to have been the determining 
one ; and that at least half of the patients with fractures as com- 
pared to a fraction of one per cent of the patients with cardio- 
vascular disease had a definitely established accident habit. It is 
of obvious importance to find out what this personality factor is. 

In the words of William Harvey “our first duty is to enquire 
whether a thing be or be not before asking wherefore it is.’’, Having 
considerable evidence on the first point, we may proceed to the 
second. A partial answer to the question as to what in the per- 
sonality predisposes to accident, may lie in the following observa- 
tions concerning trends that had a qualitative or quantitative 
prominence in our study. 


19 Cf. Johnson (18) and Motor-Vehicle Traffic Conditions in the United 
States (21). 

20 Cf. Heinrich (15) ; and also Menninger (19) (20). Cf. also Hill (16); 
Ackerman and Chidester (1); Fahrenkamp (12). 

21 Cf. Dershimer (4). 

22, Cf. also Huddleson (17). 
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GUILT OR RESENTMENT. 


The only striking characteristic of fracture patients reported 
previously ** was their marked reaction to the injury in the first 
day or two of consciousness after the accident in terms of guilt and 
resentment. The following examples may be added to those already 
reported : 

No. 59, married female age 27, American, was ashamed to relate the manner 
in which her accident occurred because she had “been acting like a little 
fool, and sliding down the bannisters.” She admitted that all her life she had 
worked otf her annoyance with her parents, and now with her husband, by 
“such tricks.” “Perhaps I ought to know better but I wouldn’t have been 
like that if they had had more sense, had treated me more like a person 
instead of being so strict.” 

No. 64, unmarried, 16 years old, Puerto Rican, said: “It was really my 
fault because mother had said supper was ready and I was not to go out. 
I went out anyway, got into a wrestling match and got my arm broken. 
Anyway I guess mother is sorry she is so strict with me.” 

No. 76, married, 48 year old Irish born housewife, fell off a step-ladder 
fracturing the os calcis of the right foot. She said she had been having a 
queer feeling that she had done something wrong. She wasn’t sure what. 
“IT always tell my children if they get hurt it’s a punishment because they’ve 
done something wrong and they'd better confess.” 

Related to this is the marked tendency of these patients to ex- 
‘secondary illness gain,’ which makes 


aggerate and to cling to the 
them peculiarly difficult as compensation cases. Many of them 
have had a conflict over earning their living and establishing them- 
selves as independent human beings, and they are relatively naive 
in their admission of it. If there is any such tendency in a patient 
it is usually increased by the accident in a way not characteristic of 
patients with cardiovascular disease. The latter are inclined to 
react to their illness by overdoing and trying to prove to them- 
selves and others that they do not have to be taken care of. 
Clinicians for many years have commented on this point and more 
recently Drewry and Wall have called attention to it even in 
psychotic patients with cardiovascular diseases. 

The observations to follow shed some light on this reaction of 
guilt and resentment which characterizes the first day or two 
following the accident, as well as on the later phase in which they 


23 Cf. Dunbar, et al. (11). 
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tend to go to the opposite extreme and protest their innocence, 
their lack of responsibility for the accident, and to stress a desire 
for compensation. This reaction was found in about 60 per cent 
of the accident patients on the fracture wards and only one per 
cent of the patients with cardiovascular disease. It was absent 
even in patients who could be shown to have some responsibility for 
their incapacitation in the sense of having disobeyed instructions 
for limitation of activity, and so contributed to the next cardiac 
break, as well as in patients who had learned for the first time 
that there was something wrong with their hearts and so might 
have been expected to say, like the fracture patient, ‘““Why did this 
happen to me?” 

It is our impression, it should be added, that this reaction would 
have been found in an even higher percentage of fracture patients 
had it been possible to see all patients immediately after the 
accident, 7. ¢., before this feeling had been repressed. This is borne 
out by the fact that it came to the surface on intensive treatment 
in some patients who gave no hint of it during the first interview. 


IMPULSIVE BEHAVIOR. 


Urge to Activity.—Gradually we became impressed with the 
regularity with which these patients gave spontaneously in many 
forms a history of impulsive action. Ninety per cent of our group 
made such statements as the following: “It wouldn’t have happened 
if I hadn’t been in such a hurry. Mother always told me I’d get 
hurt sometime if I didn’t stop always being in such a hurry.” An- 
other said: “I always like to keep working, and can’t stand to be 
around doing nothing.” It is noteworthy with regard to constant 
activity that the fracture patients report with considerable fre- 
quency, “walking even in their sleep’: It seemed as if “I just 
could never stop.” Another said: “Mostly I do things on impulse. 
I like to finish what I’m doing, but sometimes I like to do something 
else first, so I jump up and do it. I get mad, but I don’t say any- 
thing, I keep it in and do something.” Still another says he likes 
“to do everything in a hurry in order to get through with it” ; that 
he “always used to be on the run, and that his major sport now is 
horse racing.” Another said: “When I get mad I have to go off 
the floor for a smoke”’ to relieve tension. 
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Addictions and Interests——Space allows only an indication of 
material here.2* These patients are for the most part excessive 
smokers, a tendency which they mention spontaneously often 
terming it “a way of letting off steam.” They are characterized by 
marked tension which they frequently disguise by development of 
their physiques and an interest in sports and athletics, sometimes 
also an interest in machinery which is powerful, moves fast, and 
can be controlled. Just as in the women this interest in athletics is 
often a compensatory one as a result of feeling inferior because 
of their sex, so in the men it is likely to be compensatory for feeling 
inferior “because of small size,” or for some other reason. Many 
accidents occur as a result of undertaking something obviously 
beyond their strength. 

A history of early neurotic traits or habits (such as nailbiting, 
enuresis, truancy from school, tendency to lie and steal, of ab- 
normal duration), was given by about three times as many patients 
in this group as in the cardiovascular group. Furthermore there 
was a difference in the significance of these traits in the total 
personality organization. 

Many of these patients showed poor judgment and a-social 
behaviour, not because of physical or mental defect or desire for 
compensation but simply because of this tendency to act impulsively. 

An interesting example is a case reported by Dr. Ackerman who 
became interested in psychosomatic problems as a third-year student 
during his medical clinical clerkship in Presbyterian Hospital: 

A 12-year-old girl 25 with serious social maladjustment, educational retarda- 
tion, a history of lying, sexual misdemeanors and a badly scarred left hand 
and arm, injured in an accident, developed what looked like an accident 
habit.26 When disappointed in not having her way she picked and pulled 
at the scar on her hand or whined plaintively of the times she had been 
taunted about it. 

At first it seemed as if her accidents were merely for the purpose of 
gaining attention. (In spite of excellent motor skill she fell down and 
skinned her knees, stubbed her toes, cut her fingers, and so on, several times 


each day. First one, then another part of her body was covered with 
mercurochrome, but always where it could be prominently seen.) This 


24 For fuller presentation see Dunbar (5). 

25 Abstracted from Ackerman and Chidester (1). Case studied at the 
Southard School, associated with the Menninger clinic. 

26 Cf. Slocombe (24). 
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impression was borne out by the fact that when her teachers and associates 
failed to express sympathy she would complain of being in great pain. Her 
doctor pointed out to her that she did not have to hurt herself to be loved, 
and that pity was not what she really wanted. At first she could not under- 
stand this and her reactions to her doctor, like her reactions to her parents and 
teachers, were characterized by fear and frequent threats that she would 
run away. 

As she came to trust her physician the apparently intentional self-injury 
decreased but she insisted on taking unnecessary risks. Whenever injured as 
a result of them she directed sullen angry looks at those about her as though 
accusing them of responsibility for her injury. Gradually it became clear 
that she took unnecessary risks or got herself injured when she was angry, 
because she was afraid to express her anger in a more positive way by 
fighting it out, or even by telling her teachers or associates what things 
hurt or angered her. In other words, the accidents were not merely to get 
attention but were an outcome of her intense hidden anger and fear that 
kept her from open expression of it. 

As she began to understand this, there was a shift from accidental injurics 
to her body to the tendency to arrange situations so as to get her feelings hurt. 
For example, she was very sensitive about her father who used to drink and 
abuse her, and had died a short time previously, yet she was constantly 
bringing him into her conversations with other children. After she had done 
this she would burst into tears and run to a teacher saying: “They are talking 
about my father and I don’t think it’s nice of them. They want to hurt my 
feelings.” When she understood that she “involuntarily” brought this on 
herself just as had been the case with the bodily injuries her whole personality 
seemed to change: she was no longer uncommunicative, sullen, and at war 
with the world. In five months of part time school work she accomplished 
“more than many children do in two years.’’ When asked why she had not 
learned before she replied: ‘Well, they just hurt my feelings all the time 
so I just put my head down on my desk and did not pay much attention.” 
Her scores on intelligence tests rose steadily until her score was superior on 
some of them. 


It is interesting to note also that fracture patients seem more 
likely than the others to boast and take chances, but apart from 
individual exceptions less likely to be able “to get away with it” 
when they do so.** 

On the basis of our material then, it appeared that at least one 
factor in the personality which predisposes to accident is this ten- 
dency to act out, or the inability beginning in early childhood to 
inhibit impulsive acts in relation to strong emotion. In other 
words, when thwarted, deprived or subjected to some sort of 
strain such as unemployment or a mother-in-law living in the 


27 Cf. Dunbar, et al. (11). 
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family, patients who developed “accident proneness” had the ten- 
dency to do something instead of just keeping their anger bottled 
up and boiling inside. As children, if they had been angry with 
their parents or felt neglected they had run away from home or 
arranged an elaborate revenge, or they had found some way to get 
at all costs (including lying and stealing and later even killing) 
the thing of which they had been deprived, or at least a substitute 
for it. They had the habit of escaping from emotional conflict 
into action. Cardiac patients on the other hand, under similar 
circumstances would sulk or become ultragentle and considerate, 
turning to philosophy or trying to repay injury with kindness. 
They would develop sensitive consciences. This does not mean 
of course that patients with cardiovascular disease are never active. 
As a matter of fact they are often energetic and ambitious, but 
the impulse to “act out,’ with little or no associated thought 
or fantasy, appears to be repressed or concealed at a relatively 
early age. 

In this tendency of fracture patients toward impulsive action 
lies a basis for the further observation that these patients are 
relatively inarticulate, characterized by action rather than thought 
and brooding, which probably has a bearing on the fact that there 
seem to be few full-fledged psychoneurotics among them, and 
many eccentric characters. Furthermore, unlike asthma and hay- 
fever patients whom they resemble in the tendency to act out,” 
they report few dreams. Many of them show a marked inability 
to bear severe pain and among these, men particularly, are likely 
to make the following statement: “You see, doctor, my nerve is 
in action—driving a car and taking risks. But when I have to stay 
still in one place I haven't any nerve at all.” 

Sherrington’s analysis of the mind as essentially subserving an 
inhibitory function in relation to behavior is of interest in this 
connection. The greatest relief of instinctual tension is provided 
by action, the least by fantasy and thought, whereas speech stands 
half way between. If tension is expressed directly in action, the 
action is likely to be ill-considered and to create situations injurious 
to the patient.?® If on the other hand, all action is repressed or 


28 Cf. Dunbar (9). 
29 Cf. Sherrington (22). This matter is discussed also in Dunbar (8) pp. 
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entered upon only after considerable thought and the suppression 
of emotion, the development of psychic or somatic symptomatology 
or both is favored. 


SITUATION IMMEDIATELY PRIOR TO THE ACCIDENT. 


The history of impulsive behavior has led investigators, including 
ourselves, at first, to undervalue the situation in which the accident 
occurs. It is the reason that many physicians say “obviously some 
people are all thumbs or just clumsy and so more likely than others 
to have accidents.” As has been noted previously, patients who 
are accident-prone do not have slow reaction time, poor coordina- 
tion or low I. QO. The impression that they are deficient in one or 
more of these respects comes merely from their life-long tendency 
to act out their difficulties. There does seem, however, to be a 
specific conflict that is particularly likely to be acted out. In our 
patients accidents occurred in situations which tended to activate 
this conflict. These situations always involve in a particularly 
painful way the patient’s relationship to authority. A high per- 
centage of accidents occur on the way to church, to work, or 
especially to interviews relative to new jobs; with children, when 
playing games or doing things forbidden by their parents. 

No. 123 (age 24, Roman Catholic, married about a year) was standing 
on the steps of her house on the way to confession wondering whether she 
should go back for an umbrella. She was seriously worried about having to 
confess her use of contraceptives since her marriage. “For no reason I can 
think of I simply fell down the steps and broke my hip.” She added: “but 
it was a relief not to have to go to confession. I knew Father would either 
not give me absolution and I would be damned or I would have had to have a 
child—you’d have to go to the hospital with a child too, but that would be 
worse: they save the child and kill the mother.” (Although this was the first 
accident requiring hospitalization, she gave a history of many minor injuries.) 
One illustration of course, means nothing but this one is typical 
and space does not permit further illustration of this point. This 
material will be found elsewhere described at length.*° 


RELATIONSHIP TO AUTHORITY. 


It is interesting that nearly all of these patients report stern 
parents (or step-parents) both of whom lived well into the patient’s 


30 Cf. Dunbar (5). 
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adolescence, or in a few cases strict schools, relatives, or foster 
parents. A typical statement is ‘Father was terrible; Mother was 
strict with the children too; she had to be, as there were ten of 
them. We helped to hasten her death.” 

No. 127 said of his father: “He beat me for anything. Gee, I was afraid. 
I thought he would beat my brains out. He beat me with a heavy rope like 
they use for a cow, and dipped in water. When I was 15 I ran away. I 
forgive him now that he is dead.” “I ran away from home because I can’t get 
on with my father. Mother was bad too. I go by myself to Germany to my 
brother, and asked him for something to do, and not to tell father. I carry 
water for the men in the mine, then he took all the money from me.” 


A characteristic feature of these patients’ lack of adjustment 
to their parents is shown in their attitude toward themselves as 
individuals, as parents, as employer or employee, as well as in their 
attitude toward religion and social institutions.** The reader will 
note in the material just given many points suggestive of certain 
types of psychopathic and criminal personalities.*? 

Patients with cardiovascular disease present a different picture. 
They often report brutality on the part of one parent or the other. 
Such a history was given by 40 per cent of the 103 cases with 
rheumatic fever studied in the last two years, but only 2 per cent 
of them reported strictness on the part of both father and mother, 
and interestingly enough in only three more cases was the mother 
strict and brutal with the children. (In one of these three the 
mother had brain syphilis and in another was alcoholic.) In general 
cardiacs show very marked attachment to the mother, on the part 
of both males and females, accompanied by fear of the father or 
absence of the father as a result of either death or divorce. 

These statements may suggest an attempt in this paper to relate 
various external difficulties, such as strict parents, with different 
types of organic disease. It should be said again that nothing is 
farther from our intention. In every case of illness account must 
be taken both of injury from the environment (whether from 
bacteria or from associates) and of the patient’s reaction, physical 
and psychological, to such injury. An illustration of this is the fact 
just cited that both criminals and patients who have accidents give 
a history of strict parents and strict religious upbringing. Yet 


31 Dunbar (5). 
82 This point is illustrated in the forthcoming monograph [Dunbar (5)] by 
some observations on groups of prisoners. 
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other factors have entered into the picture in such a way as to 
make one group criminal, the other group accident addicts. And 
we all know people with this same history who are not accident 
prone, criminally inclined, or ill either mentally or physically, at 
least in any overt way. Recognition of such factors as these, 
however, as they tend to be important from one disease group to 
another, is essential to our complete medical understanding of the 
disease process including especially therapy and prevention. 


SUMMARY WITH SPECIAL COMMENT ON RELATIONSHIP TO CRIMINAL 
AND SUICIDAL REACTION PATTERNS 


The psychological meaning of injury to the body has been dis- 
cussed elsewhere and space does not permit its further discussion 
here.** Only the following points will be noted by way of summary. 

Alexander and others have made numerous studies of the so- 
called neurotic criminal. They have been able to demonstrate that 
the degree of conscious anxiety in this type of criminal is relatively 
low. Thus, the criminal accedes to his need of punishment primarily 
through external means. He allows society instead of his own 
conscience to punish him. The fracture patient often shows a 
similar response suggesting the externalization of the punitive 
mechanism; after the preliminary period there is a marked ten- 
dency to disown responsibility for the accident. This repression of 
sense of guilt seems to go hand in hand with healing, and the 
patient usually begins to disavow any claims to guilt despite his 
previous remarks to the contrary. 

The fracture not only is self-punitive but also contains a fairly 
clear-cut hostile element. This hostility is characteristically directed 
against the love-object. The recognition of an aggressive hostile 
factor is necessary in the proper handling of the therapeutic 
problems. The presence of hostility indicates also that a more 
archaic and regressive type of adjustment has been called into 
play. We see then that: (1) the neurotic criminal is not alone in 
attempting to solve his need of punishment by external means, 
(2) the individual who makes an attempt on his life is not alone 
in combining self-punitive measures with outwardly directed hostile 
trends against the love-object. 


33 Cf. Alexander and Saul (2); Menninger (20); Dunbar (7). 
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THERAPEUTIC IMPLICATIONS. 


On the basis of such simple observations as these we may make 
at least the following suggestions to any physician who has such 
patients in charge. These are recommendations which are of value 
in the general management of the somatic problem itself. 


First, particularly to be avoided are excessive spoiling or severity by the 
physician during the period of illness because it is well known that these 
things encourage impulsive behavior and delinquent tendencies not only in 
children’s upbringing, but also in adults. Special attention should be given 
to the problem of “secondary illness gain”; it should be remembered that 
these patients are very rarely conscious malingerers and hence it is not 
advantageous to treat them roughly. 

Second, special attention should be paid to patients who give a history of 
early neurotic traits or previous accidents (or even operations). They are 
more likely than others to have accidents on the ward as well as afterwards. 
Hence psychotherapeutic treatment of them is of fundamental importance to 
hospital management, and of even greater importance for prevention of 
further accidents. In this way the patient may be saved from becoming a 
“chronic” accident case. An “accident habit” once established can be broken 
psychotherapeutically but usually much more time is required than in cases 
where it is merely incipient. In other words, prevention is still the best cure. 

Third, attention should be given in most cases to the patient’s emotional 
problems both immediately after the accident (as soon as consciousness 
returns, or even to what the patient says during delirium) and during the 
convalescent period. Relief of the first feelings of guilt or revenge before they 
become repressed often helps to decrease muscle tension, and the concentration 
on the injured member, which may so seriously impede recovery from injuries. 


Although the consulting psychiatrist may be of great assistance, 
and often necessary in these cases, the general physician with an 
awareness of the problem can do much. In addition he should be 
on the lookout for these reactions and any patient who shows them 
in an exaggerated form should have psychiatric treatment im- 
mediately if this is in any way feasible. Waiting until after dis- 
charge creates an exceedingly difficult problem involving additional 
expense and expenditure of time. 


III. CONCLUSION. 


1. The method of psychosomatic investigation reported two 
years ago has been continued for two more years with minor 
changes in material studied. Comparison of statistical findings 
for the two 2-year periods indicates considerable accuracy in this 
method of investigation. 
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2. The evidence obtained from this study of routine admissions 
(number of patients studied about 1200) in a general hospital, 
over a period of four years, of patients (in the age-group 15-55, 
then 15-50) suffering from various types of cardiovascular disease, 
diabetes, and fractures, checked by some observations of patients 
with allergy and gastro-intestinal disease and some skin conditions 
would seem to warrant the conclusion that— 


A. The psychic factor is important for the illness in at least 79 per cent 
of the patients who come to the hospital at an early enough stage so that this 
can be ascertained ; 84 and that in these patients psychotherapy may play a 
critical rdle in recovery. 

B. A very large proportion of these patients are chronically ill unneces- 
sarily because of psychic factors. 

C. The emotional component is important in the etiology, treatment and 
prevention of these illnesses, operating by way of psychosomatic mechanisms, 
which will be reported later in greater detail. 

D. Each group differs from the other groups of patients studied, and shows 
similarities within itself; this point was illustrated particularly in fracture 
patients where common characteristics have a bearing on accident proneness 
sufficient to be of preventive importance, and to enable the detection of 
accident-prone patients on brief examination. 


3. On the basis of this study it seems reasonable to believe that 
important steps in the improvement of hospital management and 
therapy for the types of disease studied will come as a result of 
accumulation of data concerning the role of the psychic component 
in illness. This is of utmost importance to prevention and to the 
solution of some of our major public health problems. 
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METRAZOL CONVULSIONS IN MAN.* 
CLINICAL AND BIOCHEMICAL STUDIES. 


By S. KATZENELBOGEN, M.D., 

Henry Phipps Psychiatric Clinic, Baltimore, Md., 
MORRIS W. BRODY, M.D., M. HAYMAN, M.D., 
AND 
ELLIS MARGOLIN, M.D., 

Springfield State Hospital, Sykesville, Md. 


Numerous studies of experimental convulsions in animals are 
available in the literature. These were recently reviewed by 
S. Bernard Wortis and collaborators.’ * 

Metrazol therapy offers an unusual opportunity to study pro- 
voked convulsions in man. The procedure is superior to hyper- 
ventilation in that it is more consistent in its action. The literature 
dealing with the hyperpnea method emphasizes the fact that even 
epileptic patients respond to it with seizures only infrequently, and, 
it should be added, inconsistently when the test is repeated. In non- 
epileptic individuals over-ventilation causes major epileptiform 
attacks only occasionally,* whereas metrazol, in the experience of 
others,* fails to provoke convulsions in only about 40 per cent of 
the injections in non-epileptic patients. In our own experience the 
failure was in only about 30 per cent of the injections in non- 
epileptic patients. Another great advantage of the metrazol method 


* Read at the ninety-fourth annual meeting of The American Psychiatric 
Association, San Francisco, Calif., June 6-10, 1938. 

We are indebted to the Supreme Council, 33° Scottish Rite Masons of the 
Northern Jurisdiction, U. S. A., for the financial help granted for our research 
work in schizophrenia. 

1 Wortis, S. Bernard, M. D.: Experimental convulsive seizures. J. Nerv. 
and Ment. Dis., 77: 233, 1933. 

2Wortis, S. Bernard, M. D., Coombs, Helen C., Ph. D., and Pike, F. H., 
Ph. D.: Monobromated camphor. Arch. Neur. & Psych., 26: 156, 1931. 

8 Lennox, William G., and Cobb, Stanley: Epilepsy. The Williams-Wilkins 
Co., Baltimore, 1928. 

* Georgi, F., and Strauss, R.: The problem of convulsion in insulin therapy. 
Am. J. Psychiat. Supplement to the May issue, 1938. 
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lies in the fact that while it offers possibilities for research expected 
from an experimental procedure, it does not cause the investigator 
the uneasy feeling of experimenting on patients, inasmuch as the 
convulsion experiment is the substance of a therapeutic procedure. 
In this report we leave entirely out of consideration the problem 
of the therapeutic value of the convulsion therapy in schizophrenia. 
Our description will be concerned only with two aspects : 

I, Clinical observation of the convulsive effects of metrazol. 

II. Biochemical studies of blood and cerebrospinal fluid before 
the metrazol injection and following the convulsion. 


I. CLINICAL OBSERVATIONS OF THE CONVULSIVE EFFECTS 
OF METRAZOL. 


In using from 4 to 12 cc. of a 10 per cent solution of the drug, 
we obtained convulsions in about 70 per cent of over 400 injections. 
The duration of the preparoxysmal phase, i.e., between the end of 
the injection and the onset of the convulsions was in most cases 
between 20 and 40 seconds. The shortest duration was 5 seconds 
and the longest one 2} minutes. 

The outstanding and common feature in this preparoxysmal 
phase is the patient’s facial expression, which is convincingly one 
of anxiety and fright. Some of our patients gave verbal expres- 
sion of their feelings. One said, “I am sorry, I am dying 
Forgive me.” This was followed by the convulsion. 

Another patient, a well educated man, described his feelings fol- 
lowing the injection thus: ‘Dizziness, buzzing in the head, blurred 
vision, contraction of the field of vision. It does feel as if the world 
were coming to an end.” While the content of the descriptions 
given by certain of our patients might be regarded as essentially 
belonging to their basic psychotic reactions, such descriptions most 
frequently contained the element of fear, of terror. Immediately 
after the injection, one patient said, “It is an electric shock ; I never 
had that feeling before ; I think I am alive; I am dying; I am not 
alive.” The last word was followed by the convulsion. The reflec- 
tions of another patient after the injection were: ‘Treatments are 
no good; that is why I try to sweat it out; acts like a dose of 
medicine, feels like you are torturing me.” One patient insisted 
that embalming fluid was being injected into his veins. Some of our 
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patients described their feelings after the injections as a feeling of 
electricity in the arm, of being hypnotized; a feeling that “every- 
thing seems to go around the ring.” 

For the sake of having more landmarks in our study of the pre- 
paroxysmal phase, some of our patients were asked to count 
immediately after the injections. This test proved particularly in- 
forming with regard to the extent of the patients’ recollections of 
the events preceding the convulsions. Here are a few samples: 
One patient counted to 24, then showed hesitation, looked alarmed, 
but continued counting to 35 when convulsion occurred. After the 
patient completely recovered from the convulsion he remembered 
having counted only to 15. Two patients reached respectively 37 
and 51 before the onset of convulsions but could not state later how 
far they went in counting before the paroxysm. 

One patient, when he reached 20 looked alarmed and began to 
hurry ; at 30, he showed hesitation, at 36 harsh breathing and agita- 
tion, at 49 he counted very loudly and became restless; at 60 his 
pupils were dilated ; no convulsions occurred. Most of our patients, 
immediately before convulsions, had a tonic yawn; at the same 
time about 25 per cent of them cried out. 

The general course of the paroxysmal phase is as follows: 
(a) clonic phase—generalized clonic movements for 3 to 15 seconds 
in most cases; (b) tonic phase for about 10 to 15 seconds; (c) 
terminal phase of approximately 40 seconds. The patient’s face 
shows successively flushing, cyanosis and an ashy-white color deep- 
ening with the period of apnea and then gradually clearing up. 
During the convulsions the patients invariably held their fingers 
flexed. At least 50 per cent of them had an incomplete erection at 
the end of the tonic phase and an ejaculation at the onset of the 
terminal clonic phase. Involuntary defecation occurred only on one 
occasion in one patient ; involuntary urination occurred occasionally 
only in one patient. Conjugate deviation of the eyes early in the 
convulsive seizure was noted in most cases ; only occasionally there 
was extreme torsion of the head and eyes to the right or left. 

At the completion of the paroxysm, our patients had one or more 
clonic movements at intervals of a few seconds. In all of them the 
convulsive attack was invariably followed by a period of restless- 
ness lasting from 15 minutes to 2 hours. Nausea and vomiting 
lasting up to 8 hours was not infrequently observed. 
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Neurological examinations were carried out repeatedly at short 
intervals usually within two hours, and in some cases longer, after 
the paroxysm. The following was noted either consistently or at 
one or another time during these serial investigations: (1) marked 
increase of the patellar reflexes, lasting up to 15 minutes was found 
consistently ; (2) sustained ankle clonus for 3 minutes followed by 
pseudo-clonus for about 5 minutes consistently; (3) Babinski 
usually detectable about 30 seconds following the attack and lasting 
about 15 minutes; in one case it lasted 2 hours; (4) Oppenheim 
was present only in 2 cases ; in one case it appeared about 30 seconds 
and disappeared 15 minutes after the convulsion; in another case 
it lasted 4 hours; in the same case Babinski lasted about 2 hours; 
(5) the changes in the scrotal and abdominal reflexes varied ; they 
were often absent immediately after the convulsions and re-appeared 
sometimes 2 minutes, and other times only 2 hours after the con- 
vulsions ; (6) Wartenberg sigh was consistently present in all cases ; 
it appeared 4 minute and persisted for 20 minutes following the 
convulsions ; (7) Hoffman, present in all cases, appeared within }4 
minute and lasted about 15 minutes after the convulsions; (8) 
sucking movements for about 5 minutes after the convulsions were 
noted in 3 out of 11 cases; (9) grasp reflex in 2 cases for 8 minutes 
after convulsions ; (10) in one case the Jacksonian type of epilepsy 
was noted, with convulsions beginning on the right side; (11) the 
pupils remained widely dilated and did not react within a few 
seconds after the end of the convulsions; within 3 minutes the 
dilatation subsided and the reaction to light and accommodation was 
restored. On certain occasions the pupils were constricted. 


II. BlocHEMICAL STUDIES IN BLOOD AND CEREBROSPINAL FLUID 
BEFORE THE METRAZOL INJECTIONS AND FOLLOWING 
THE CONVULSIONS. 


The results are summarized in the two following tables. Con- 
sidering that the number of cases and tests in this study is relatively 
small, the discussion of these results in the light of bibliographical 
data is postponed until considerably more material is available from 
our studies in progress. 
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TABLE 1. 


Btoop AND C-S-F ConsTITUENTS StupIep B 


CONVULSIONS. 


EFORE AND AFTER METRAZOL 


BLOOD. 
*: CO: comb. power. *ro Chlorides. 18 RBC count. 
*2 pH venous blood. 11 Sodium. 19 Vol. Pkd. RBC. 
*3 CO, content. 12 Potassium. 20 Mean corp. vol. 
*4 O; content. *13 Calcium. *21 WBC count. 
5 O: combined. *22 Segmented 
*6 Lactic acid. 14 Non-protein nitrogen. neutro. 
*7 Sugar. 15 Van den Berg test. *23 Lymphocytes. 
*8 Serum solids. 16 Icteric index. *24 Viscosity. 
*9 Phosphorus (inorg.). 17 Hemoglobin. 25 Clotting time. 
C-S-F. 
1 CO; comb. power. *6 Sugar. 11 Potassium. 
*2 pH. 7 C-S-F solids. 12 Calcium. 
3 CO: content. *8 Phosphorus (inorg.). 13 Non-protein 
4 O; content. 9 Chlorides. nitrogen. 
*5 Lactic acid. 10 Sodium. 


* Constituents which showed changes after the convulsions. 
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TABLE 2. 


CONVULSIONS IN MAN 


[May 


AND C-S-F CoNSsTITUENTS WHICH SHOWED CHANGES AFTER 


Cases no 


1 CO; comb. 
power ... 

2 pH venous 
blood 4 
3 CO; content. 7 


oo 


4 O; content .. 

5 Lactic acid.. 

Seger... 10 

7 Serum solids. 7 

8 Phosphorus 
(inorg.) .. 13 

9 Chlorides ... 7 

10 Calcium .... 6 

11 WBC count. 8 

12 Segmented 


nevtro.... 8 
13 Lymphocytes. 8 
14 Viscosity ... 4 
2 
2 Lactic acid.. 7 
3 Sugar ...... 7 


4 Phosphorus 
(inorg.) .. 8 


10 


10 


BLOOD. 
Decrease. 
Over 25% 
9(27 to 77%) 


(from 27 to 38%) 
7(27 to 56%) 
1(41%) 


4(28 to 36%) 


C-S-F. 


(.06; .08 units) 
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o% to 10%. 
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THE THERAPEUTIC SIGNIFICANCE OF FEAR IN THE 
METRAZOL TREATMENT OF SCHIZOPHRENIA.* 


By LOUIS H. COHEN, M. D., Worcester, Mass. 


The therapeutic efficacy of the various “shock” treatments of 
schizophrenia, notably insulin and metrazol, has often been ascribed 
in part or even completely, to associated emotional factors. The 
writer has frequently heard the statement—explicitly stated or 
implied—that insulin or metrazol treatment may be regarded as 
the twentieth-century variety of the shock treatments of the past, 
in which fear has been instilled into the patient with therapeutic 
purpose. Detailed elaboration of the modus operandi of fear as the 
therapeutic agent has also been offered by various psychiatrists ; 
their considerations seem to center largely about the threat to the 
self which arises out of the experiences of impending catastrophe. 
Such experiences are a quite characteristic feature of metrazol 
therapy. Humbert and Friedemann,' for example, refer the “fear 
of treatment’’ which many patients express to such pre-paroxysmal 
experiences as “an electrical sensation,” ‘“‘an internal chill,” “sink- 
ing slowly into a hole,” “into a well,” “the anxiety of feeling one- 
self ‘going’.”” They also note the almost equally familiar observa- 
tion that “we heard our patients objecting violently to the 
anticipated attack and vainly exerting all their will-power to fight 
it off.”’ Georgi? states that as patients improve the aversion to 
treatment becomes increasingly greater. 

The question arises what the significance of the fear or anxiety 
brought about by metrazol treatment may be. An answer is at- 
tempted in this report on the basis of experimental investigation. 
Before presenting these data, however, it is necessary to differen- 
tiate two separate conditions under which fear states occur in pro- 
cedures with metrazol: (1) fear is manifested by many patients 
before injection, obviously never before the first injection but fre- 
quently (though not invariably) before succeeding injections. This 


*From the Research Service of the Worcester State Hospital. Presented 
at a meeting of the Boston Society of Psychiatry and Neurology, Febru- 
ary 16, 1939. 
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form may become more pronounced as treatment progresses as 
Humbert and Friedemann, and Georgi have pointed out; (2) fear 
may become manifest immediately after the injection, but just be- 
fore the grand mal seizure, i. e., during the pre-paroxysmal phase. 
This phase, described by the writer * and others, is usually quite 
short, so short sometimes as to be scarcely recognized. It is during 
this phase that the frightening experiences, such as those described 
above, occur. 

(1) With respect to the significance of the fear before injec- 
tion, the so-called “fear of treatment,” the data of Low et al.‘ 
may be adduced. In a series of 66 patients, 35 of whom were 
schizophrenics, Low separated those who were “always fearful,” 
“usually fearful,” and “indifferent” or “asked for’ treatment. Of 
30 patients who were “always fearful,” 10 recovered and 20 did 
not; of 26 patients who were “usually fearful, 11 recovered and 
15 did not; and of Io patients who were “indifferent” or “asked 
for” treatment, 9 recovered and 1 did not. It appears from his 
data therefore that fear of treatment is not associated with thera- 
peutic benefit, and there is some indication that it may even mili- 
tate against it. These conclusions have been borne out in our 
experience ® in a series of 146 schizophrenic patients. 

(2) The significance of the fear induced by the metrazol injec- 
tion during the pre-paroxysmal phase is difficult to interpret. It 
is possible that the effects of these frightening experiences are 
“carried over” until the next treatment as Georgi has claimed. But, 
as Low’s data have shown, many patients manifest no apparent 
fear and the question arises whether the frightening pre-paroxys- 
mal experiences are forgotten or “repressed.”” They may, there- 
fore, not be reported after the patient has regained consciousness 
or be reflected in the fear or aversion to the next treatment, but 
nevertheless be operative. 

To ensure a clear-cut answer to the question of the therapeutic 
efficacy of fear induced by metrazol during the pre-paroxysmal 
phase it seemed advisable to devise a method by which the experi- 
ences of this phase could be adequately studied. This involves a 
lengthening of its duration, a factor which might serve to intensify 
the fearfulness induced. Furthermore, it seemed to be desirable to 
obviate, if possible, the seizure. Proper control of data obtained 
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by such a procedure would consist in treatment of the same or a 
comparable group of patients in the usual manner. 

The present report is concerned mainly with the problem of the 
therapeutic effects of fear induced during the pre-paroxysmal phase 
by a method devised to obviate the occurrence of the grand mal 
seizure. The effects of “fear of treatment” are also included. Un- 
fortunately in only a few of the patients in the series were grand 
mal seizures entirely avoided, but in the group as a whole the 
number of seizures was relatively small. The therapeutic out- 
come for each patient was compared with that for the same patient 
when treated by the usual grand mal seizures. It may be stated that 
the fear state induced by metrazol, even when seizures did occur, 
was much more prolonged than is usually the case during the 
“typical” pre-paroxysmal phase. This feature increases the validity 
of the conclusions concerning the therapeutic significance of the 
fear produced in this manner. 


SUBJECTS AND PROCEDURE. 


Twenty schizophrenic patients were selected as subjects. Of 
these, 4 were men and 16 were women. Their age range was 
from 23 to 49 years and the period of their hospitalization ranged 
from 2 months to 15 years. As far as could be determined the 
duration of illness ranged from about I year to about 18 years. 
None of these patients had received previous metrazol treatment. 

The method devised for inducing prolonged fear states without 
subsequent seizures was as follows: 1 cc. of Io per cent metrazol 
(Bilhuber-Knoll) was injected intravenously. The needle was left 
in the vein. The nurse-assistant informed the physician perform- 
ing the injection when 10 seconds had elapsed; at her signal an 
additional amount of 1 cc. was injected. The physician and others 
watched the patient carefully, noting any effects. At 10 sec. inter- 
vals, or at longer ones up to I min. or more, additional metrazol in 
I cc. amounts was injected. The time-interval allowed between suc- 
cessive injections of I cc. was regulated by the apparent imminence 
of aseizure. A total dosage of more than 10 cc. was never injected. 
No word was spoken throughout the procedure. The treatment 
ceased when the physician estimated that a grand mal seizure would 
be precipitated by an additional quantity of metrazol. The criteria 
for cessation of injection were: grinding of the teeth; twitching 
of the eyelids; peri-oral tremor; facial twitching; jerking of the 
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eyeballs (occasionally vertical) ; spasmodic jerk of the head, arm 
or leg. It was learned from previous work that jerking of a limb 
was the most accurate herald of the imminence of a seizure. Pro- 
gressive thickening of speech to the point of mutism, closely re- 
sembling post-encephalitic speech retardation, was frequent but 
was not observed to be of significance for the impending seizure. 

The fear-state produced by this method was quite characteristic. 
The patient’s expression generally became fixed, his face flushed, 
the pupils sometimes dilated. Breathing became deeper and the 
pulse more forceful. The patient became obviously more tense. 
Mute patients often began to talk in a frightened manner. Some 
patients implored someone to come to their aid; more frequently, 
however, the patent became very quiet. As speech became thicker, 
the facial expression seemed to become more fearful. Little or no 
resistance was offered to the injection itself, except by very few 
patients who occasionally thrashed about so violently that further 
injection was impossible. After the needle was withdrawn, it was 
usual for the fear-state to persist from a few minutes to several 
hours (see below). 

From subjective reports furnished later in the day by reliable pa- 
tients, there seemed little doubt of the genuineness of the fear pro- 
duced during the injection period. The experiences expressed were 
surprisingly uniform. With only 3 exceptions, the 16 who reported 
used the term “fear” or “afraid” or “scared.”’ On the other hand 
answers to the question of what they feared were vague. Twelve 
patients offered answers such as “I don’t know,” or merely shrugged 
their shoulders in a perplexed manner. Five stated spontaneously 
that they were afraid they were dying. Dizzy feelings were ex- 
pressed by six patients. Two complained that the world seemed 
very far away and unreal. None complained of diplopia or tinnitus, 
but four said they smelled or tasted ether. As far as one could 
judge from the patients’ manner, the intensity of the “fearfulness” 
diminished gradually. 

A series of 10 injections on successive days were carried out 
for each patient. The clinical status over a period of 1 month 
following the last injection was evaluated. Following this period 
each patient (with 4 exceptions noted below) received routine 
metrazol treatment, 7. ¢., rapid intravenous injections, beginning 
with a 3 cc. dosage, and increased by I cc. amounts until a grand 
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mal seizure occurred. This treatment was carried out daily until 
10 seizures had been produced. The patient’s clinical status was 
then evaluated for a 1 month period. 

While the two series of treatment (non-convulsant and con- 
vulsant) were being carried out, careful notes were kept of the 
patient’s attitude toward treatment. In this manner the “fear of 


TABLE 1. 


PROCEDURE AND EFFECTS OF NON-CONVULSANT THERAPY AS COMPARED 
WITH CONVULSANT THERAPY IN 20 SCHIZOPHRENIC PATIENTS. 


Convul- 
| 5 | Duration | No. of |Non-con-| sant 
; ce. Duration of of fear- | seizures vulsant | thera- 
Patient. Sex. | metrazol | injection | state | inzo | thera- peutic 
| injected. | (range). | (min.), | treat- | peutic effect 
| (range). | ments. | effect. (10 
| | | | seizures). 
1. M.B....| F 8-10 | 2'20"-6'30” | 4-so | | NC. |R. 
2. A.D....| M g-10 1'20"-3'30” | 3-19 | 2 | eB 
3- 4 0'35”—-1'40” | 6-15 | 3 MAC. | 
4- 6 | 0'50”-1'40” | 4-21 | N.C. | N.C. 
5. M.F....| F | 4-9 2’10”-7’ None | 3 x? N.T. 
| noted | 
6.G.G....| F | 2-6 | 0’307-1'40” 7-23 | 
7.E.G....| F | 5-10 | 0'407-3'55” I-37 | 2 BC. 
8. W.H...| F | 3-9 | 0’507-4'30" | 6-29 | I I. N.T. 
9. M.K...| F | 4-9 | 1'207-2'50” 3-21 | 2 N.C. | N.C. 
10. A.L......| M 4-7 1'30”—2'20” | 2 
11.A.Le...| F | 4-9 | 0'507-2'10” | 6-40 | 2 R. N.T. 
12.G.M....; F | 2-4 | 0’20"-2’50” | 10-71 | 1 1 
13. M.M...| F 4-10 | 1'307-10'10” 6-20 | 4 a iy 
14. B.O'D..| M | 6-10 | 1'15”-3'20” 2-180 | 2 | N.C. | N.C. 
3-10 | 1'107-6'40" oon i | 
16. R.Sh...| M | 3-9 | 0'407-3'30” 4-57 | 2 | N.C. | N.C. 
7. AD. 5- | 0’507—-1'30” 6-16 | 4 N.C. | N.C. 
18. A.T....| F | 3-10 | 0’55"-3'20" 9-96 | I | N.C. | N.C. 
19. M.Z....| F 3-7 |1' -2'30” | 6-18 | oO N.C. | I. 
20. A.Z....| F 6-10 | 2’ -8' 3-20 2 | N.C. | N.C. 
* Three treatments only. R = Remission. I = Much improvement. N.C. = No 


change. N.T. = Not treated. 


treatment” was estimated. Records were kept of the number of 
times such fearful anticipations occurred. 


RESULTS AND DISCUSSION. 


In Table 1 there are summarized for each of the 20 patients the 
procedures and clinical effects observed in the non-convulsant 
series. There is also presented (last column) the therapeutic out- 
come following the convulsant series. 
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From these data the following observations may be made. 

1. By the technique of metrazol injection described it is pos- 
sible to induce in schizophrenic patients a state of “fear” of greater 
or less duration. Amounts of I0 per cent metrazol which range 
from 2 cc. to 10 cc., injected over a period of from 30 seconds to 
7 minutes may produce a state of “fear” lasting from 1 minute to 
3 hours. There was found no relationship between the amount of 
metrazol injected and the duration of the fear-state. How genuine 
is the fear-state might well be asked. That the emotional state 
induced by this method closely resembles fear both objectively 
and subjectively cannot be denied. It may perhaps be considered 
“sham fear” analogous to the “sham rage” described by Cannon, 
Bard and others. 

As a means for the experimental production of such an emo- 
tional state—fear or pseudo-fear which it might one day be shown 
to be—the present method may have more general applicability. 
The technique may find its usefulness in the study of problems of 
emotion which confront the physiologist and psychologist as well 
as the psychiatrist. 

2. The technique, though designed to obviate grand mal seizures, 
is not entirely satisfactory in this respect. Although in 2 of the 
patients no seizures were produced in the non-convulsant series of 
IO injections, in the other 18 patients from 1 to 4 seizures did 
occur. The method seems sufficiently promising, however, to war- 
rant specific study of this technical aspect.* 

3. Under non-convulsant treatment, 2 patients underwent clini- 
cal remission and 2 became much improved. In 1 of the patients 
who underwent remission only 3 treatments were carried out and 
each of them resulted in seizures ; no “fear-state” was noted in her. 
In the other patient there occurred 2 seizures in the 10 treatments. 
Of the 2 patients who were much improved, 1 had 1 seizure, and 
the other had 4 seizures. How important these seizures might have 
been in therapeutic outcome is impossible to determine; of the 16 
patients who underwent no change, the seizures were from 0-4 in 
number. 


* Emphasis should be laid on the development of sufficient observational 
skill in the detection of individual differences in seizure imminence. 
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4. When the 16 patients who manifested no change in the non- 
convulsant series were given the course of 10 convulsant treat- 
ments one month later, the table reveals the following changes: 
2 patients underwent remission, 5 patients became much improved, 
and 9 patients showed no change. Since this group comprised only 
those 16 patients who had shown no change in the non-convulsant 
series, the therapeutic superiority of the convulsant method appears 
to be demonstrated. 

The question arises as to what emotional effects the preceding 
non-convulsant course of therapy might have on clinical outcome 
with convulsant therapy. Only an indirect answer is possible here. 


TABLE 2. 


NUMBER OF FEARFUL ANTICIPATIONS OF TREATMENT IN NON-CONVULSANT 
AND CONVULSANT SERIES FOR EACH PATIENT. 


Non-convul-| | 
sant series | Ff 


o|1|4 7 4 2 
Outcome. 


| 
| 
| 


Convulsant | 


series.....| 6 | 3 | 8 01613 
Outcome. . | Ri Ij I R I INC} I INCINC|NC| I 
R = Remission. I = Much improvement. NC = No change. 


As already indicated, data were obtained on each patient before 
each treatment in the non-convulsant and convulsant series regard- 
ing their fear of the treatment which was to be given them. The 
point at issue was to determine whether “fear of treatment” was 
different before non-convulsant and convulsant treatment. In 
Table 2 the number of such fearful anticipations for the 10 treat- 
ment sessions of the non-convulsant and convulsant series is pre- 
sented for each of the 16 patients treated with both procedures. 
The therapeutic outcome is again indicated for convenience. 
Consideration of Table 2 reveals that for the group there is no 
significant difference in the number of fearful anticipations before 
treatment, or in its effect on outcome, between both types of pro- 
cedure (non-convulsant and convulsant). There is no evidence 
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therefore that this factor can be considered a variable which would 
make for any difference in the interpretation of the therapeutic 
results. 


CONCLUSIONS. 


The prolongation of the pre-paroxysmal period following metra- 
zol injection by the present method makes possible the investiga- 
tion of the therapeutic effects of the frightening experiences which 
have been supposed to have considerable significance. Although the 
method is in need of perfecting if the invariable obviation of grand 
mal seizures is desired, the present study seems to throw some 
light on the relative importance of “fear” in the metrazol treat- 
ment of schizophrenia. It seems quite clear that a treatment pro- 
cedure in which frightening experiences have been experimentally 
produced and even prolonged is less efficacious than one charac- 
terized by convulsions. The conclusion may be drawn, therefore, 
that “fear” is not the active factor in metrazol therapy. More 
accurately stated, perhaps, it may be said that the frightening 
experiences associated with metrazol treatment are of less thera- 
peutic significance than the convulsive seizures. This inference is 
supported by other data in which the “fear of treatment,” which 
has here been differentiated from “fear” induced by the experi- 
mental procedure described, has again been shown to have no rela- 
tionship to therapeutic outcome. 


SUMMARY. 


A method is described in which a physiological state, similar to 
if not identical with “fear” is induced. It has been employed in a 
series of 20 cases to investigate and compare the relative thera- 
peutic significance of “fear” with the usual convulsant procedure 
in the metrazol treatment of schizophrenia. The method consists 
essentially of the slow intravenous injection of minimal amounts 
of metrazol. The “fear” states induced in this manner have a dura- 
tion of a few minutes to several hours. The incidence of convul- 
sive seizures can in this manner be fairly well controlled. In a 
group of 20 schizophrenic patients in whom this procedure was car- 
ried out on 10 successive days the therapeutic outcome after 1 
month was compared with the same group treated with 10 daily 
convulsive seizures. The “fear of treatment” characterizing some 
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patients was also studied in both procedures. It was shown that 
the procedure with “induced fear” was of less therapeutic value 
than that characterized by convulsions. Furthermore, the “fear of 
treatment” which has been differentiated from “induced fear” was 
again shown to be of little or no therapeutic significance. 
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UNUSUAL NEUROPSYCHIATRIC SEQUEL OF 
CARBON MONOXIDE POISONING, WITH 
REPORT OF A CASE.* 


By NATHAN ROTH, M.D., anp MORRIS HERMAN, M.D., 
New York City. 


Because of the numerous opportunities for accidental carbon 
monoxide poisoning in our present mode of living, and because of 
the ready availability of the gas for suicidal purposes, the inci- 
dence of cases of carbon monoxide intoxication is a high one, and 
the subject has occupied a prominent position in medical litera- 
ture. It is interesting that the organism usually recovers com- 
pletely from the effects of the poison, provided it is not over- 
whelmed immediately by a massive dose which results in death. 
Accordingly, it is unusual to find more or less persistent sequelz 
in any of the organ systems of the body consequent upon such 
intoxication. Residuals in the nervous system, where the greatest 
damage is to be expected, are not commonly encountered. In a com- 
prehensive article on the subject, Shillito, Drinker and Shaugh- 
nessy' showed that in a series of approximately 21,000 cases of 
poisoning occurring in the Metropolitan area of New York City 
during the decade from 1925 to 1934, only one case in 500 acute 
exposures later showed neurologic or psychiatric signs or symp- 
toms. Even those cases with comparatively persistent sequelz 
exhibited a marked propensity to recover completely. 

It is at present the general consensus of opinion that carbon 
monoxide itself has no deleterious effect upon the various tissues 
of the body, but that it exerts its pathological influence by virtue 
of its avidity for hemoglobin, displacing the oxygen in its combina- 
tion with the latter substance, and thus depriving the tissues of 
this important respiratory element. In response to the resultant 
anoxemia a general systemic reaction is called forth in practically 
all the body organs, the most prominent features of which in the 


*From the Psychiatric Division of Bellevue Hospital and from the 
Department of Psychiatry of the Medical College of New York University. 
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nervous system, are the intense cerebral hyperemia and edema, as 
demonstrated by Forbes, Cobb and Fremont-Smith.? Consequently, 
the pathological alterations in the function and structure of the 
nervous system following carbon monoxide intoxication are pri- 
marily the reflection of the upheaval in the function, structure and 
economy of the blood and circulatory apparatus. Accordingly it is to 
be expected that those loci in the central nervous system which will 
be most severely affected in carbon monoxide poisoning are those 
which are particularly vulnerable to alterations in the circulation. 
Such particular vulnerability could be due to either an intrinsic 
peculiarity in the distribution of blood vessels to a region, or to 
independent disease of the blood vessel walls. It is on the basis of 
views such as these, that Grinker * explains the bilateral localiza- 
tion in the globus pallidus of the encephalomalacic process in car- 
bon monoxide poisoning. He says, “I believe the fact that carbon 
monoxide causes anoxemia and vascular paralysis, renders the 
anterior pallidum with its capillary net of end arteries, which 
have coursed backward with a sharp bend, most susceptible to 
destruction.” 

In addition to the characteristic necrosis in the globus pallidus, 
the multiple neuritides, etc., certain other less common sequelze 
of carbon monoxide poisoning have been reported. Nichols and 
Keller * discussed the aphasic disturbances and reported a case with 
agraphia, severe visuo-motor incoordination, etc. Solomon® re- 
ported a case with aphasia, acalculia and other agnosias. There is 
here reported a case which demonstrates some of the more unusual 
findings in this disease. 


CASE REporrt. 


On the night of September 20, 1938, a white, male patient, 68 years of 
age, was admitted to the Bellevue Psychiatric Hospital, with the history 
that he had been exposed to carbon monoxide gas and had been unconscious 
for at least one hour. Resuscitative measures, with the aid of an oxygen- 
carbon dioxide mixture and caffeine sodium benzoate, had been administered 
by the ambulance physician. Upon admission he was found to be in a very 
disturbed state, yelling, moaning and thrashing about on the bed; he was 
incontinent of urine and vomited once. He did not respond to questions. 
There was a pinkish color of the skin. The temperature was 99° F., pulse 
130 per minute, respirations 20 per minute and blood pressure 130/70. The 
heart was in auricular fibrillation, but there was resumption of a regular 
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rhythm shortly after admission. The right eye was false, and the left showed 
an old iridectomy scar, fixed pupil and some opacity of the lens. 

On the morning after admission he presented a picture which persisted 
for approximately two and a half weeks, with subsequent, gradual improve- 
ment. He became quiet and cooperative, but showed marked confusion. He 
had a complete amnesia for all the events immediately preceding and fol- 
lowing the carbon monoxide poisoning. He complained frequently of his 
“upset mind,” confusion and memory impairment. He was completely dis- 
oriented in time and place. There were gross defects in recent and remote 
memory, with marked impairment of memory for both rote and meaningful 
material, and some tendency to confabulate. Because of his visual disability 
an accurate estimate of his intelligence level could not be arrived at, but 
the quality of the definitions he gave and his score in comprehension in the 
Bellevue adult intelligence test indicated that his intelligence was at least 
average. He received an intelligence quotient of 85 on the Bellevue adult 
verbal test. 

There was a marked motor aphasia, consisting chiefly of an anomia, but 
no sensory aphasia. The patient could not name correctly objects presented 
to his view, either failing to name them at all, or giving them incorrect 
names. He would frequently perseverate with the same wrong name for 
several objects presented in succession. 

There was complete anosmia, the patient not being able to detect the 
odors of camphor, asafcetida, tobacco or soap. Taste was tested with 
sugar, salt, quinine and citric acid; on the left side of the tongue the patient 
could detect none of these tastes; on the right side he could detect the sour 
material only. 

There was impaired vision in the left eye, but the visual field showed 
no defects in gross, clinical tests, and the fundus was normal. Color per- 
ception was good. 

There were tremors of the head, tongue and hands which gradually im- 
proved and eventually disappeared. When the arms were held outstretched 
with the eyes closed, there was a tendency to convergence of the arms with 
flexion at the elbows. The gait and associated movements were normal, 
and there was no other evidence of parkinsonism. 

Except for some peripheral arteriosclerosis, other neurological, physical 
and laboratory findings were essentially normal. 

During his 33-day stay in this hospital and prior to his transfer to a 
state hospital, he became somewhat better oriented and less confused, but 
the marked memory impairment showed only very slight improvement. On 
October 7, 1938, approximately 18 days after the exposure to carbon monox- 
ide, the patient was found to have recovered completely from the motor 
aphasia, anosmia and impairment of taste perception, although these had 
been found to be definitely present in marked form on the preceding evening. 

The wife of the patient, who was a reliable informant with good insight 
into the problems at hand, gave definite evidence to show that the patient 
had had no impairment of smell or taste perception, no memory impair- 
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ment and no speech disturbance prior to the exposure to carbon monoxide. 
The circumstances of the poisoning were such as to make it probable that 
he had attempted suicide, although he himself had no recollection of any 
such intention or of any motive for it. Two months prior to his admis- 
sion to hospital, he had been told at another hospital that he had a cataract 
in his one remaining eye, and had been somewhat depressed thereafter. 


COMMENT. 


This case exhibits some of the more uncommon neurologic and 
mental sequelze of carbon monoxide poisoning. The confusion and 
memory impairment, the aphasia and the disturbance of the senses 
of smell and taste are to be explained on the basis of wide-spread 
disturbance of cortical function. Strecker, Taft and Willey * have 
reported a case which, at autopsy, showed general hippocampal 
atrophy, with a consequent wide space about the crura, but they 
do not mention the findings in regard to the sense of smell in their 
clinical history. The evidence for involvement of the basal ganglia 
in our case is slight. The prompt appearance of the signs and 
symptoms and their progressive development over a period of time, 
are presumably due to the cerebral congestion and edema conse- 
quent upon the exposure to carbon monoxide, and which are known 
to continue for some time after the removal of the patient from the 
noxious atmosphere (see Forbes, Cobb and Fremont-Smith ?). 
The remission of some of the signs and symptoms must be due to 
the resorption of the edema fluid. It is probable that the selection 
of the affected regions of the brain in this case was determined by 
pre-existing arteriosclerotic foci. 

In their complete review of carbon monoxide poisoning, Sayers 
and Davenport? mention no cases which presented disturbances in 
smell or taste perception. So far as the authors are aware, this 
is the only case in which such findings have been reported. 
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ORGANIZATION OF A WARD FOR ADOLESCENTS 
IN BELLEVUE PSYCHIATRIC HOSPITAL.* 


By FRANK J. CURRAN, M.D., New York City. 


Until April, 1937, adolescent patients admitted to Bellevue 
Psychiatric Hospital were placed either on the children’s ward 
or on the quiet adult wards. On the first of April, 1937, we opened 
a ward designed solely for the care and treatment of adolescent 
boys. The present paper is written to describe the organization of 
this ward and to record the impressions and conclusions reached 
after the ward has been in existence for one year. To the author’s 
knowledge, no similar ward in a psychiatric hospital, caring only 
for adolescent boys, is in existence in any other part of America. 
It is our hope to eventually partition off a portion of the ward to 
be used for adolescent girls. Up to the present, these girls are still 
being placed on the women’s convalescent ward. 

Although the adolescent age period includes older individuals 
(up to 20 years), we usually admit to the new ward only those boys 
ranging in age from 12 to 16, as we are equipped only to care for 
between 40 and 50 patients. Occasionally younger boys who adjust 
poorly on the children’s ward are sent to us, and at times we admit 
a 17-year-old boy, especially if he has been previously a patient 
on the ward. The majority of cases sent to us are court cases and 
the New York Children’s Court judges ordinarily do not have 
jurisdiction over children who first commit offenses after they are 
16 years old. Other cases are referred from the Board of Educa- 
tion, from social agencies, and occasionally from home. The per- 
centage of court cases varies considerably from month to month; 
at times only about one-fourth of our patients are court cases while 
at other times 80 to 90 per cent have been remanded to us by 
Children’s Court judges. A few of the court cases are referred 
to us as “Neglected,” but the majority are labeled “Delinquent” 


* Read at the ninety-fourth annual meeting of The American Psychiatric 
Association, San Francisco, Calif., June 6-10, 1938. 

From the Psychiatric Division of Bellevue Hospital and the Department of 
Psychiatry, New York University Medical School. 
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and have shown various types of conduct disorders including 
truancy, stealing, fire setting, running away, sex offenses or murder. 
Four children involved in killing are described in detail in another 
communication.1 We do not admit to the ward those cases which 
we believe can be adequately handled in child guidance or mental 
hygiene clinics and we exclude children whose sole delinquency is 
truancy. Such children are often of limited intelligence who will 
not benefit from further schooling and who become truants because 
of their inability to do the school work. 

It is our policy to keep our patients under observation for about 
four weeks, because often we are not able in a shorter period of 
time to determine whether or not a boy will be able to adjust in 
the community, or (should he need custodial care) to decide which 
type of institution should receive him. Sensitive, seclusive boys 
are frequently diagnosed as early cases of schizophrenia and are 
sent to us for commitment. In the majority of such cases admitted 
to the adolescent ward, these boys, after a month of treatment, 
improve considerably and are able to go home. Often, however, 
the improvement does not begin until they have been under in- 
tensive treatment for a few weeks, and a hasty or superficial 
examination would give the impression of a much more profound 
mental disorder as a result of which they might be committed to a 
state hospital. Due to a local rule prohibiting patients remaining 
in Bellevue Psychiatric Hospital over 30 days (unless transfer 
would endanger their lives), the children must be discharged within 
this period. Occasionally the courts or relatives later return children 
for a second period of observation and treatment, especially if a 
relapse occurs. 

In organizing the adolescent ward, we were guided to a large 
extent by the work of Bender®* in the children’s ward and of 
Potter * * > in the children’s division of the New York Psychiatric 
Institute. Believing with Bender that group activities in treating 
behavior problems are of great value, we have, with the aid of the 
Board of Education and the Works Progress Administration, 
instituted a number of group therapy projects. 


EDUCATIONAL PROJECTS. 


In October, 1937, we were able to secure one ungraded class 
from the Board of Education, and since March, 1938, we have also 


193° 
a SC 
“Or 
one 
seg! 
thei 
arr 
thes 
the 
con 
wit 
shy 
tho 
sep 
the 
obs 
pat 
giv 
to 
sec 
rea 
has 
wit 
col 
pat 
mQ¢ 
cla 
th 
occ 
sc 
on 
ou 
ph 
va 
to 
the 


1939] FRANK J. CURRAN 1367 


a second regular Board of Education class, technically called an 
“Opportunity Class.” The children are sent to class rooms in 
groups of 6 to 10, usually remaining in the class room for about 
one hour in the morning and one hour in the afternoon. We 
segregate the children for class room activities depending upon 
their intelligence as measured by our psychologist. We have also 
arranged to have the adolescent girls from the other ward attend 
these classes at the same time the boys do, as we wish to duplicate 
the set-up which the children will face when returned to the 
community. Adolescent behavior problems often are concerned 
with sexual tensions or conflicts and such symptoms as blushing, 
shyness, over-assertiveness, flirting, etc., occur at this time. Al- 
though some educators believe that delinquent boys should be 
separated from girls in their school room activities, we believe that 
they should attend classes together, so that their behavior can be 
observed and efforts then be made to clarify problems for the 
patients as well as for the teachers and parents. The children are 
given credit for their school work and attendance when returned 
to regular schools. 

Through the Works Progress Administration we have also 
secured a remedial teacher who works with children having special 
reading and arithmetic disabilities. In this class, the teacher rarely 
has more than three children working at one time as these children, 
with their handicap, are very sensitive to remarks of other patients 
concerning their reading or arithmetic disabilities. Occasionally a 
patient receives individual tutoring. In this way, children after a 
month of intensive training here are able to go back into the regular 
class rooms and do better school work. We also try to arrange 
that such remedial work will be continued in the regular school ; 
occasionally, if this is not available, the child returns after regular 
school hours to the hospital to secure further tutoring aid. 

Bender ? has pointed out the great value of the school room for 
one type of group therapy, particularly where the children work 
out common problems by writing essays about their dreams, desires, 
phantasies. Afterwards there should be group discussion by the 
various patients in the class room, the teacher serving as a moderator 
to encourage various children to express their own ideas concerning 
the essays just composed and read aloud. 
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Music PRojEcts. 


Singing classes and rhythm band activities have been made 
possible through the aid of the Federal Music Project. Although 
Bender * emphasized that the rhythm activities are the most suited 
for smaller children, we have found that older children adapt 
themselves well to this group activity. The value of working with 
others and creating music has a great appeal to people of all ages. 
At present the rhythm band project is also being used with adults 
in various settlement houses, and newspaper articles showing 
mothers and grandmothers participating in this activity have re- 
cently appeared.® Singing classes, in which groups of 10 to 20 
participate, are of definite socializing value. Frequently musical 
talent is discovered in our children as a result of these classes and 
such children, previously ignored by their relatives or school mates 
as dull or problem children, begin to receive approval from others 
and feel more accepted. To demonstrate this I shall cite a case. 

W. B., age 14, a Jewish boy who was referred to us from Children’s Court 
on suspicion of being implicated in a sexual assault on a girl of seven years. 
He suffered a head injury at the age of six, complicated by an infection of 
the scalp which lasted several months. Since that time he had become rest- 
less, overactive, destructive. He was kept in school until the age of 11, was 
in the ungraded class. For the past three years he has been excluded from 
school because of overactive, destructive behavior. When first admitted to 
the adolescent ward he was restless, quarrelsome, alternately affectionate and 
aggressive towards others (trying to kiss and later to bite nurses and fellow 
patients). He was rejected by his fellow patients. After a few days when the 
singing class met, he was put in it as part of the routine hospital procedure. 
It was discovered he had a powerful, not unmelodious singing voice and that 
he could sing songs in two or three languages. After this he was less 
rejected by other children and the staff could often abort his aggressive 
outbursts by encouraging him to sing. 

For those interested in the use of music in institutions, reference 
is made to the writings of Van de Wall.” 


ART CLASSES. 


Through the Federal Art Project, we have been able to open an 
art class. More recently we have opened a second class with a 
volunteer teacher. The technique used in these art classes has been 
described by the author elsewhere ; in that paper ® I have discussed 
the art techniques utilized by Bender, Despert, Liss, Levy, Lagle 
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and Shaw. The patients are permitted to paint anything they wish 
and then later are interviewed as to the meanings of their drawings. 
They are encouraged to make free associations or to create stories 
dealing with their art work. In this way we often get leads or 
insight into the problems of our neurotic or psychotic patients who 
would not discuss their problems in individual conferences. 


DRAMATIC ACTIVITIES. 


With the aid of the Hospital Recreational Unit of the Works 
Progress Administration, we have initiated several other group 
projects. One of these is the dramatic project which I reported 
recently.® In this, the boys write and act out their plays under 
the supervision of a dramatic coach. Occasionally they adapt plays 
from stories they have read or from movies they have seen. The 
majority of the plays are concerned with problems of aggression, 
stealing, gang formations, etc. After each play, a group discussion 
is held with all the children on the ward during which the children 
spontaneously discuss various problems of interest to them, includ- 
ing school, hospital and home activities, sexual worries, ideas of 
aggressiveness, crime, etc. Mechanisms of projection and identi- 
fication are seen in the plays written and in the roles chosen by the 
boys themselves. Through this project, projection and atonement 
of guilt feelings, outlets for phantasy and creative urges, as well 
as outlets for aggressiveness, are made possible. 


Macic ActIvITIES. 


For several months after the Adolescent Ward was opened we 
had the part time service of one of the W. P. A. workers who 
demonstrated and taught magic tricks to the patients. At first this 
was done as an entertainment project but we soon learned that it 
had definite therapeutic value. The underprivileged children were 
able to learn various card tricks and other “sleight-of-hand” per- 
formances which they could then demonstrate before other children 
and before the staff, as well as before visitors. Having the knowl- 
edge of many such “magic” acts these children on their return to 
the community were able to feel more wanted in social groups as 
they had something to contribute to the knowledge and entertain- 
ment of others. 
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It was moreover noticed that many of our schizoid boys who 
would not participate in other activities would soon be attracted to 
the “magic” lady and her tricks. At first they would merely sit 
and observe her, later they would ask to be taught certain tricks. 
When they learned these, they would then approach nurses and 
physicians to demonstrate their knowledge. In this way these 
children began making better contacts with their fellow patients 
as well as with the staff. 


Story TELLING ACTIVITY. 


One of the W. P. A. projects we used when the ward opened 
was the story telling activity. In this project, the narrator would 
take a group of 5 to 10 boys, and begin to tell them a story. The 
various boys were then asked to continue or complete the story. 
Occasionally one story could be lengthened by having new episodes 
added by eack boy. More frequently it was noticed that each boy 
preferred to end the story, as if to complete the Gestalt. After- 
wards, discussions were held with the boys as to their reasons for 
completing the story in the manner they did. Other boys were 
then asked to give their opinions as to whether such endings were 
appropriate. From the manner in which the boys completed the 
stories one could get leads as to their emotional problems which 
could be followed up later in individual conferences. 


ATHLETIC ACTIVITIES. 


The necessity for adolescent boys in good physical condition to 
have an accepted socially approved outlet for their physical energy 
is obvious. For this reason, two athletic coaches work full time on 
the ward. One is here during the morning and early afternoon; 
the other worker is here later in the afternoon, evenings and on 
Sundays. All children, unless physically ill, are assigned for 
athletic activities two or three times daily for periods of one hour 
or more. Whenever possible the boys are divided according to their 
physical size and strength. Various types of ball games, rope jump- 
ing, running games, roller skating and boxing activities are utilized. 
A surprisingly large number of New York boys do not know how 
to play ball games, how to box, etc., so that frequently individual 
instructions are necessary. When we have schizoid or effeminate 
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children on the ward and find they are being “bullied” by the more 
aggressive children, we arrange for them to receive special help 
along athletic lines. When these children are able to defend them- 
selves they are not victimized; moreover, we frequently can see 
a surprising change in the attitude and behavior of these children 
when they realize they no longer need be the victims of their fellow 
patients. The socializing possibilities of participating in sports 
with other children are obvious and need not be elaborated here. 


Beap Work. 


One of the most popular activities is the bead work, done under 
the supervision of one of the W. P. A. workers, an Indian woman. 
She had come once to give a lecture to the group on “Indian Folk- 
lore” and said she could teach bead work to the group. The writer 
was doubtful as to how this project would be accepted by the 
children ; however, from the start, the boys have been most enthusi- 
astic. They are taught how to make rings, bracelets, neck pieces, 
etc., and then give these as gifts to their parents, siblings or friends. 
The work is painstaking as the beads must be threaded on fine 
wires, but even the most restless, hyperkinetic children will be quiet 
for an hour at a time when engaged in this work. Many of the 
children say they like this activity as they are doing something 
they have “to show for” afterwards. It is rather obvious that one 
motive is that the boys can in this way give a special gift to a 
relative in an effort to re-establish himself in the good graces of 
his parents who may have rejected him because of his delinquencies. 


MISCELLANEOUS ACTIVITIES. 


On the ward we also have workers who teach the boys how to 
play cards, checkers, dominoes, and who supervise or play other 
games with them; among other games that can be played on the 
ward are ping-pong, shuffle board and various “parlor” games ; 
such games are used not only to help keep the children occupied 
while in the hospital, but serve to teach them games they can utilize 
in their future social contacts. 

Through the Y. M. C. A. we were able to secure travel and 
educational films and these were given on the ward twice weekly. 
Frequently these movies could serve as a basis for group discussions 
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on such problems as types of disease, the reason for “rules and 
regulations,” the future occupations of the boys, etc. This project 
has been discontinued recently as we are able now to have regular 
sound films given for all the children as well as for many of the 
adult patients in our auditorium. 

In another attempt to further socialize these children, we have 
secured a dancing teacher who gives lessons in ball room dancing 
three times weekly. Whenever possible we encourage the nurses, 
social workers, or other feminine members of the staff to participate 
in this activity so that more of the boys can be given a chance to 
learn dancing. 


PHYSIOTHERAPY AND OCCUPATIONAL THERAPY. 


In addition to the various projects already mentioned, we utilize 
the regular hospital projects including physiotherapy and occupa- 
tional therapy. “Stimulating” treatments are given to the underac- 
tive children. Ultra-violet lamp treatments are given to children 
with acne. Certain of our post-traumatic and post-encephalitic 
hyperkinetic children have responded to “fever therapy” induced by 
diathermy machines. 

In the occupational therapy department, the children are encour- 
aged to make things which can be used on the wards, such as “pick 
up sticks,” and “checker boards” or other games. They also make 
the various types of equipment necessary for the plays, such as 
guns, telephones, moving picture projectors, etc. 


MEDICAL TREATMENT. 


Each child is given a very detailed physical and neurological 
examination. A check-up for mild neurological signs such as 
nystagmus, weakness of convergence of eye muscles, tremors of 
the tongue and fingers, postural reflex abnormalities, is done in 
all cases to rule out encephalitis or other organic diseases of the 
central nervous system. Each child is given a blood Wassermann 
test and has an X-ray of the skull to rule out skull fracture or other 
cranial abnormality. Under-nourished children are given special 
diets. A large percentage of the boys have acne and this is treated 
usually with ultra-violet radiation. Boys with undescended testicles 
receive injections of antuitrin S. Obese children are given detailed 
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laboratory studies including sugar tolerance tests, basal metabolism 
tests, visual field studies, X-rays of the sella turcica, etc., to exclude 
pituitary disorders. Each child is sent to the dentist for routine 
prophylaxis and a complete X-ray of his teeth. Extractions are 
done whenever indicated, provided permission for this is secured 
from the relatives or legal guardians. Whenever there appears to 
be an indication for it, refraction of eyes for glasses, removal of 
tonsils and adenoids, and audiometer tests are done. Medical, 
surgical, orthopeedic, genito-urinary and nose and throat consul- 
tations and treatments are secured whenever necessary. The cor- 
rection of strabismus, the removal of infected tonsils, the securing 
of appropriate glasses for the near sighted child, the treatment of 
chronic otitis media, etc., not only improve the physical condition 
but have psychotherapeutic value. 


PsYCHOMETRIC STUDIES. 


Each child is given psychometric tests by a qualified psychologist. 
In this way, specific reading and arithmetic disabilities are some- 
times diagnosed for the first time. It is true that if such a diagnosis 
is not made before puberty the treatment with special tutoring will 
not be as beneficial as if it were begun several years earlier. How- 
ever, surprising changes in mental attitudes of the boys themselves 
are frequently noted when it is demonstrated that they have special 
disabilities which can be corrected by special training. Often their 
teachers or fellow pupils have told them repeatedly that they were 
“dumb-bells” and they developed marked feeling of inferiority and 
attempted to overcompensate by participating in anti-social be- 
havior. When such children leave Bellevue, recommendation for 
continuation of special tutoring is made. One of our patients was 
not able to secure this in school, so he would return after school 
to the hospital to secure help from our remedial teacher. 

Occasionally a child is seen several times by the psychologist 
before a definite classification is given as to his intelligence. Not 
infrequently a child may have been examined once in a school or 
out-patient clinic and be classified as “defective”; his emotional 
state at the time of the examination may not have been taken into 
consideration and he may have been placed in an “ungraded” class 
in school and then show signs of conduct disturbance. In contrast 
many children are not tested in the schools and are pushed ahead 
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because of their physical size even if they are unable to do the 
school work. If our tests reveal them to be borderline or defective 
in intelligence, we then recommend to the Board of Education that 
changes in the type of school work be made, or that arrangements 
be made for them to get their “working papers’’ and leave school. 


STAFF CONFERENCES. 


Once a week a staff conference is held on the ward. This is 
attended by the ward psychiatrists, the graduate and student nurses 
working on the ward, the social workers and the psychologist as 
well as the other staff members—including the coaches, teachers, 
artists, music instructors. At this conference the case history of 
each new boy is given. His medical, social and school record is 
described. The psychiatrist reports the results of his initial physical 
and psychiatric examination, gives a summary of the history as 
obtained from the patient, his relatives, probation officers, social 
workers. The staff report their observations of the child. Recom- 
mendations are then made for special types of diagnostic or thera- 
peutic procedures to be followed out by the staff. For example, 
the dramatic coach is urged to place certain of the boys in special 
parts in plays. The athletic coaches are requested to give special 
attention to certain of the effeminate boys, to give them individual 
instruction in boxing, etc. Arrangements are made for all the 
workers to attend the lectures on general psychopathology and 
clinical psychiatry given to medical students so that they may learn 
about various psychiatric mechanisms, techniques, etc., and thus be 
better able to assist in the treatment of the patients in an objective 
manner. They are also encouraged to attend all of the clinical 
staff conferences at the hospital. 


STATISTICAL DATA. 


An exact statistical classification is difficult as there has been 
a great deal of overlapping of admissions from the adult ward at 
the opening of the adolescent ward. During the last year ending 
March 31, 1938, we discharged 617 patients from the adolescent 
ward ; of these 121 were re-admissions, the majority having been 
returned from court for commitment to state institutions. (Court 
cases are usually sent to us only for “‘observation” and if we find 
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them psychotic or defective, we must first return them to court 
and then if the court wishes them to be committed, they are 
returned to us for such disposition.) Of the 496 “first admissions,” 
353 were court cases and 143 were referred from school, 
agencies, etc. 

Of the patients, 118 (23.79 per cent) were found to be feeble- 
minded and 378 not defective; in the latter group, 81 were con- 
sidered “borderline,” 127 “dull normal,” 38 “low average,” 88 
“average,” 21 “high average,’ 23 “superior.” We recommended 
commitment to state schools for 103 of these defectives; we 
believed the rest could adjust under supervision in the community. 

In our opinion 44 (8.87 per cent) cases (including 24 court 
cases) were psychotic. Twenty-one had organic psychoses (post- 
encephalitic or post-traumatic—19, and two associated with 
epilepsy), six were labeled as having “psychosis with mental 
deficiency,” nine were listed as “psychosis with psychopathic per- 
sonality,” five were diagnosed as having “schizophrenia,” and 
three were classified, “undiagnosed psychosis, schizophrenia not 
excluded.” 

Seven of the children were referred primarily because of neurotic 
symptoms and were diagnosed as having psychoneurosis with 
hysterical or hypochondriacal features. Thirty-six others were 
diagnosed as having “psychopathic personalities,” 24 of these 
having the sub-classification of “pathological emotionality.” 

We recommended that 94 (18.95 per cent) of the cases (including 
83 court cases) be sent to correctional institutions. We advised 
commitment of three court cases to an epileptic colony. We sug- 
gested that 156 of the court cases and 74 of the non-court cases 
be returned to their homes (46.37 per cent). 

Twenty-two non-court cases were removed against advice before 
they were examined and observed sufficiently to justify diagnosing 
them and making recommendations. 

From the above statistical study we learn that in round numbers 
we advised that 9 per cent of cases be sent to State Hospitals, that 
19 per cent be sent to correctional institutions, that 24 per cent 
be committed to institutions for mental defectives and that 47 per 
cent be returned home. Of the remaining cases, we recommended 
epileptic colonies in three (0.6 per cent) instances. 
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Group PHENOMENA OBSERVED ON WARD. 
AGGRESSIVE AND DESTRUCTIVE BEHAVIOR. 


As might be anticipated on a ward consisting of adolescent boys, 
the majority of whom have been showing anti-social conduct at 
home or at school, considerable aggressive and destructive behavior 
has been observed on the ward. 

When the ward was first opened we had to keep some of the 
beds and bed-side stands in the halls as some of the rooms were 
being used for other purposes. The boys would then urinate in 
the beds of other boys whom they disliked, or they would urinate 
inside the bed-side stands of these boys. They would take any 
clothing, candy or fruit left in the stands, and would hide the 
clothing or throw it out the window and would eat the food. They 
would unscrew the knobs on the stands and conceal them on the 
ward or throw them out the window. Soon they began to break 
tables and chairs on the wards. They would jump up and down on 
the tables, would throw chairs at each other or knock them on 
the floor to break them. At times this was done so they could use 
legs of chairs as weapons. 

When stronger tables and chairs were placed on the ward and all 
beds and bed-stands were locked in the rooms during the day, the 
boys then began to tamper with the locks, electric fixtures, tearing 
murals off the walls, puncturing holes in the sound proofing equip- 
ment on the ceiling with broom stick handles which they secured 
by volunteering to help sweep the floors. At times they would 
remove their shoes and break windows with them or would throw 
them at the electric lights to break them. They would unscrew 
from the floor the metal “door checks’’ covered with rubber. At 
times they would throw playing cards, ping pong balls and bats, 
boxing gloves or other athletic equipment out the windows. One 
day we heard rather unusual noises in one section of the ward and 
discovered that several boys had removed the metal caps from the 
bottom of the chairs and had inserted them into their heels, to give 
a “sound-effect” to their tap-dancing. 

When they would go to the roof of the hospital for athletic 
activities, frequently they would deliberately throw balls or other 
equipment over the roof so that the games would have to be 
discontinued. 
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On one occasion three or four boys were left alone in one of 
the art classes. Within five minutes they had destroyed many of 
the painting on the walls, had broken several bottles of paint, 
broken many brushes and thrown considerable plasticine material 
out the window. 

Frequently bed clothing, shoes, shirts, and other clothing belong- 
ing to children would be thrown out the windows. Window shades 
and poles were also removed and thrown out the windows—the 
explanation being given: “It’s fun to see them fall into the 
river’—(East River). Mirrors in the toilets were unscrewed and 
hidden under dirty linen. Toilets were stuffed with clothing of the 
patients. The equipment of wash bowls would be unscrewed and 
thrown out windows. Door bells on the ward would be picked and 
broken. A telephone on the nurses’ desk on the ward was left 
unguarded for a few minutes and was broken by a few of the 
boys who hit it on the floor several times until it was injured 
beyond repair. 

It was noticed particularly at the evening meal where there were 
few nurses and other staff members on the ward, that the boys 
would throw fruit peels, shells of eggs, etc., at each other. More- 
over such fruit and eggs would be used as bribes—a weak boy 
giving such gifts to a stronger boy who would then act as his 
protector against other boys. 

Much of this destructive and aggressive behavior is normal and 
when seen on the outside is considered as “mischievous,” or as mere 
children’s pranks. The unmaking of beds, hiding of other’s clothes, 
food throwing episodes, etc., are frequently seen in college dormi- 
tories or in internes’ quarters in most hospitals. These aggressive 
and destructive tendencies have been curtailed to a great extent 
since we have better understood the underlying problems and have 
found the root of many of the boys’ difficulties. 


INITIATION CEREMONIES. 


About every two or three months we have noticed that new boys 
would have torn clothes, injured eyes, bruised arms, etc. We 
learned on investigating that “initiation” ceremonies were being 
followed out. A group of boys would organize themselves as a 
committee to initiate each new boy. They would usually perform 
their activities late at night, would force him to undress and would 
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hit him several times on the buttocks. If he rebelled, many would 
hit him—thus accounting for the various bruises noted the next 
morning. Occasionally the “‘initiation’ consisted of the new- 
comer’s being ordered to box with the most proficient boy on the 
ward. 

Whenever we learned of such ceremonies we would have a group 
conference with all the involved parties, would try to point out 
the significance of their aggressive acts and usually would have 
no future trouble of this kind until an entirely new group of boys 
would be on the ward. 

Racial groups would readily form. Italian boys would group 
themselves and fight Jewish boys. Colored boys would often 
“gang up” on white boys. On investigation we would usually 
find one or two leaders in each group and by having conferences 
with them and giving them an understanding of their aggressive 
and destructive tendencies we could readily break up these groups. 


GAMBLING ACTIVITIES. 


When we opened the ward we permitted the boys to have small 
sums of money so they could buy newspapers and candy. We soon 
learned that gambling games were started and the more clever 
boys would soon win all the money. If they were also strong, 
they were able to hold their winnings, but if they were weak they 
would be beaten up and the money taken by more aggressive boys. 
Moreover, we soon learned that the stronger boys were forcing 
the weaker boys to beg their relatives to bring them in more money 
and fruit, which would then be confiscated by the bigger boys. 

In order to check this, we no longer permit any boy to have any 
money on the ward, and we have substituted for these gambling 
activities other more wholesome group projects. 


SMOKING ACTIVITIES. 


When the ward was opened we did not permit smoking. Rela- 
tives were requested not to bring in matches or cigarettes and 
members of the staff were not permitted to smoke on the ward. 
We soon learned, however, that a certain percentage of the boys 
were smoking almost daily. They admitted breaking windows in 
order to blow out smoke and to throw out matches or cigarettes 
when warned by other boys of the approach of a staff member. 
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After several months of theoretical “no smoking,” we decided 
to permit smoking under supervision of nurses twice daily. The 
cigarettes and matches are turned over to the nurses and distributed 
at the smoking periods. Permission for smoking is first secured 
from relative or guardians. If boys are caught smoking except 
at the regular smoking period, the smoking privilege for the entire 
ward is removed for 24 hours. In this way, the pressure of enforc- 
ing the smoking rule under supervision of nurses to prevent fires 
and property damage comes from the boys themselves rather than 
from the staff. 


ORGANIZATION OF COURTS ON WARD. 


After we had an unusually severe and prolonged period of 
aggressive and destructive behavior, we had conferences with all 
the boys in an attempt to understand the attitude of the boys in 
this matter. The boys were interviewed in groups of 8 to 12. 
Several suggested that the boys organize a court, elect a judge, 
district attorney, jury. They also suggested the appointment of 
certain boys who would be permitted to give testimony against 
other boys at trials and suggested that after a boy was here three 
weeks he was “part of the hospital” and that it was up to him to 
enforce hospital rules and inform nurses and physicians whenever 
he saw boys destroy property, etc. We felt this latter idea was 
not satisfactory as other boys would accuse them of being “rats” 
or “squealers.” We suggested that the boys try their court plan, 
have a jury pass judgment and if the boys were then found guilty 
of anti-social conduct on the ward they could then have the guilty 
person personally inform the ward physician who would outline 
any necessary punishment. This last point was very essential as 
the boys had outlined a series of very severe punishments for 
minor offenses on the ward; they felt boys should be whipped, 
that they should receive no food or water for 24-hour periods, 
that larger boys should be appointed to hit them in the legs or on 
the buttocks with sticks several times, etc. 

This court plan was attempted but died out within a few days. 
It was discovered that the bigger more aggressive boys would 
threaten to beat the weaker boys up if they testified against them 
even in the court when none of the staff was present. Moreover, 
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it was quite obvious that the “punishing” was merely another aspect 
of sadistic tendencies, even when under the guise of a “court” 
procedure. 


“BLACK LEGION’ ORGANIZATION. 


Shortly after the above mentioned “court plan” was discarded, 
the boys organized a “Black Legion.” Its avowed purpose was to 
“gang up” on anyone giving information about property damage 
to nurses or physicians. Within a short time, however, it really 
became an anti-semitic organization and all the Jewish boys on 
the ward were being assaulted. When the leaders of the “Black 
Legion” were finally discovered, they admitted beating up the 
Jewish boys, saying: “The Jews killed Christ.” 


SEX ACTIVITIES. 

In a ward of adolescent boys one might anticipate a great deal 
of sexual curiosity and sex activity. Ninety of the boys (18.14 
per cent) had been sent in because of sex activities. Forty of 
these were accused of sex activities with girls and 50 with either 
boys or men. Occasionally the heterosexual activity consisted 
merely of a boy’s asking a girl to expose her genitals or of a boy’s 
exposing himself before girls. We learned that very little overt 
sex activity occurred in the hospital although the boys spoke of 
sex a great deal among themselves. They were given sex instruc- 
tions in groups of 6 to 10, were asked about their ideas on sex, 
venereal diseases, pregnancy, etc. They were told in simple terms 
about sex anatomy of both men and women, were told about 
masturbation, coitus and sex perversions, and were informed about 
venereal diseases. The ignorance of these “hard boiled” boys 
was surprising. Many who had sex relations frequently with girls 
or older women believed that pregnancy couldn’t occur unless one 
had relations three times with the same person; other boys ex- 
pressed the belief one couldn’t acquire a venereal disease from any 
girl who lived with her family. Many expressed the idea that 
masturbation produced diseases such as tuberculous meningitis, 
diphtheria, tuberculosis. 

Occasionally some of the boys attempted sodomy on others ; the 
majority of such boys were either mentally defective or psychotic. 
A few boys were found standing at the windows exposing their 
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genitals to women patients on a ward below and across from them. 
One fellatio episode occurred in which a post-traumatic psychotic 
boy forced another boy (who had previously bragged of his former 
sexual experiences with boys and men) to take the oral role in 
fellatio. Occasionally the boys would draw pictures of nude women. 
One boy had a book of pictures showing adults practising various 
perversions ; it was apparently given to him by a visitor as he didn’t 
have it at the time of his admission. 

It was apparent that the majority of the boys were under con- 
siderable tension with regard to sex matters. Two episodes on the 
ward showed this in dramatic fashion. 

Several months ago the Children’s Court sent to us for observa- 
tion, a boy, John, age 15, who was accused of sexual assault on a 
small boy. He had grabbed the little boy, age five, taken him into 
the woods, undressed him and bitten the boy’s phallus so vigorously 
that a part of it had to be sutured. The tabloid newspapers wrote 
up the story in a very graphic fashion. When John was admitted, 
he told the other boys he was sent in because of truancy and he 
was accepted in a friendly manner by the other boys. The next day 
the relatives of other boys carried in newspapers which described 
the boy and his act. After visiting hours, a mob was organized to 
“get” John, and to protect the boy he had to be transferred to an 
adult ward. Before he was moved he had been hit and kicked by 
several boys as they said he should be killed for his act. The boys 
who were ring leaders in inciting the other boys to attack John 
were arrested after they had shot and killed a girl. They were 
very moralistic in their attitude and felt John should be beaten up 
“as an example to others.” 

A few months later two boys had a quarrel and one boy, Bill 
accidentally hit the other one in the scrotum, producing a swelling 
of one testicle. The injured boy was ordered to bed and local 
application of ice was ordered by the surgeon. Almost at once, 
several boys began to “gang up” on Bill, stating that he had killed 
or nearly killed the other boy, that the injured boy would get a 
rupture and die from the operation to follow, and they made dire 
threats to Bill. It was necessary to have a prolonged conference 
with all the boys on the ward before they would stop their attack 
on him. Even after they were told the injury was not serious, they 
insisted that Bill should be severely punished for what he had done. 
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ATTITUDE TowARD Psycuotic PATIENTS. 


When the percentage of psychotic patients is small, they can be 
well handled on the adolescent ward. The patients resent and 
usually quarrel with the hyperkinetic children who have had 
encephalitis or head traumata. However, their attitude toward 
schizophrenic patients is quite the reverse. They seem to realize 
that such patients are ill and need help and they would not only 
not quarrel with or hit such patients, but would help to feed and 
bathe them and would try to get them interested in card games, 
athletic activities, etc. Frequently we would observe two or three 
of our more aggressive sadistic boys taking turns walking up and 
down the ward with a catatonic patient, trying to get him to play 
games with them, etc. 

It is our impression that a few psychotic children do not produce 
mental trauma in delinquent patients, but that instead they serve 
to bring out the socializing and constructive elements in the person- 
alities of the delinquents. 

We also noticed this same phenomenon when we had incontinent, 
feeble minded children. The other boys would appoint themselves 
as special guardians, would take the children to the toilet at regular 
intervals, would see to it they were properly washed and dressed 
before meals, etc. 


DISCIPLINE OF THE WARD. 


We do not permit physical punishment of any kind on the 
adolescent ward, nor do we deprive the children of food, such as 
dessert, when they have been destructive. 

Our policy is to bring a child into the office for an interview 
whenever he has been assaultive or destructive. An attempt is 
made to understand why the child behaved as he did, and he is 
given another chance, but is told that if he repeats this behavior 
he will have to be subjected to certain disciplinary measures as his 
behavior cannot be tolerated if the ward is to function properly. 
It is our policy that every child should be given a second chance 
and a warning. If he repeats the offense, our first disciplinary step 
is to remove his clothes and put him into pajamas for 24 hours. 
This is considered to be a definite punishment as it immediately 
singles him out from his fellows and it also indicates to his relatives 
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who visit him that he has been in difficulty. If the offense is re- 
peated or is more severe, he is also prevented from attending any 
activities off the ward (the school classes, art classes, occupational 
therapy shop and the athletic activities are carried on outside 
the ward). 

If a patient has a severe temper tantrum and this cannot be 
controlled by an interview with the ward physician, then occasion- 
ally we put a child in seclusion for 15 to 30 minutes explaining to 
him that such a procedure is necessary as we cannot permit him 
to disturb the ward. As soon as the temper outburst subsides, he 
is removed from seclusion. 

If we discover that a boy is showing repeated destructive be- 
havior such as breaking windows or furniture and the above 
mentioned procedures do not check his conduct, we sometimes 
transfer him to another ward for a 24 hour period. We try to 
avoid this procedure as much as possible as we feel it is not good 
policy either for the boy or for the adult patients on the other 
wards. Occasionally we also do not allow a patient to attend the 
movies (which we have twice weekly) if he is repeatedly 
destructive. 

Naturally, in deciding disciplinary measures, one must be guided 
by the diagnosis in each case. For example, post-encephalitic psy- 
chotic children often are unable to control their restless, aggressive 
behavior. On the other hand, certain boys will deliberately break 
rules in order to show how “tough” they are or how little they 
care for hospital rules and regulations. 

Psychotic children who develop marked outbursts of aggressive- 
ness must be treated on the disturbed wards by various forms of 
hydrotherapy until the episode is over. 


RELATIONSHIP OF INDIVIDUAL TO GrRouP THERAPY. 


It is, of course, the most important part of the whole organiza- 
tion of the adolescent ward that the patient should be individually 
understood and that he be cared for as an individual. The indi- 
vidual interview remains therefore, as the most important part of 
the treatment on the ward. Whatever has happened in the various 
group activities is summarized and explained in its deeper aspects 
in the individual interview with the boy. It is also possible in this 
way to exemplify his own problems in the problems he sees in 
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others and which he can recognize more readily in other boys than 
in himself. The problems of leadership, organization and adapta- 
tion appear in varied aspects and help the patient more freely to 
associate his own experiences in relation to what he has observed 
on the ward. He learns, also, that his aggressiveness and destruc- 
tiveness is closely connected with specific difficulties in adaptation 
and, as a result, his behavior becomes more socialized. 

He learns, furthermore, that, even when the ward discipline 
forces him into restrictions, these restrictions are socially necessary. 
In addition, he learns tolerance toward the problems and difficulties 
of others and understands that many of his aggressive and anti- 
social impulses are merely a screen behind which he tries to hide 
his social and sexual shortcomings from himself and others. 

The organization of group activities on the ward is not merely 
for serving educational problems and for occupying the boys to 
keep them out of mischief. The real purpose is an attempt to give 
each boy a better understanding of his own problems, and finally, 
to produce a therapy which reveals to the child his individual 
difficulties, and finally make possible for him some form of social 
adaptation. In the long run, the boy will become more tolerant 
toward his own weaknesses and shortcomings and will give up 
the asocial behavior which so often is merely an attempt to escape 
deep feelings of insufficiency and guilt. The problems revealed 
(and, in some cases, solved) in this way include not only the spheres 
of activity, passivity, aggression and submission, but also include 
the sphere of sex. The problems of masculinity and femininity are 
of fundamental importance to all these boys. The whole structure 
of ideas and ideologies (as described by Schilder*®) has to be 
investigated and the deeper roots of these systems of wrong adap- 
tations have to be eradicated so that a new social orientation of 
the individual becomes possible. 


SUMMARY. 


In this communication, an effort is made to describe the forma- 
tion of a ward for adolescent boys (the majority being non- 
psychotic behavior problems) in Bellevue Psychiatric Hospital. A 
description is given of the various types of group activities used 
on the ward to diagnose and treat these children. Certain statistical 
data regarding types of cases, diagnoses and disposition is offered. 
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A description is given of various phenomena observed on the ward 
including: aggressive and destructive behavior, organization of 
gangs, initiation ceremonies, sexual activities and attitudes, and 
the adjustment of behavior problems with psychotic patients. A 
description is given as to disciplinary measurements used here. 
Since we have organized various group activities, we have reduced 
the destructive behavior to a very large extent. 

We wish to emphasize that we are still in the experimental stage 
and that we frequently change our rules and attitudes toward such 
problems as discipline, smoking activities, etc. We are in agree- 
ment with Potter* who wrote: “Above all, one cannot run a 
children’s service by rules and regulations. The arrangements must 
be kept elastic and all those involved should thoroughly understand 
that which is planned for and put into operation today may well 
have to be discarded tomorrow.” 

In conclusion, we believe that the majority of adolescent behavior 
problems are not properly diagnosed or treated in clinics, but 
should be observed in hospitals. We believe that one can really 
evaluate an adolescent patient only when he is exposed to the same 
types of situations he faces in the community, 7. e., in school, 
theatre and at play. We believe similar wards for adolescents 
should be organized in other psychiatric hospitals and that special 
wards for adolescents should be opened in state hospitals. 
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DISCUSSION. 


Dr. Herpert E. CHAMBERLAIN (Sacramento, Calif.) : I shall mention only 


two or three major points so well brought out in this paper. I should like to 
have you bear in mind that this is a physiologically stimulated group, 71 per 
cent of whom are court cases, many of whom are neglected, and perhaps 
some critical listeners would say that to supply anything would bring relief 
and security to some of them, and that the majority of these court cases, of 
whom the paper speaks, are delinquent, and to secure, or insure outlet for 
aggressive activity of a constructive basis would be beneficial. 

The point I think it would be well for all of us to recall is that they have 
established to date over nine projects which have already been devised and 
still are being indicated, and if the minimum disciplinary measures already in 
existence fail to bring harmony, there have already crept in two or three 
or four simple disciplinary measures that in many ways will bring out, I 
should think, to some of the patients regressive tendencies that heretofore 
they did not have in patterns so well established 

Secondly, I wish to point out that the staff is far superior numerically 
and, I fear, professionally, to most administrations in similar public fields, 
or than most administrations in similar public fields are able to attain, so if 
any of you here think carte blanche you could take such a plan and apply it, 
do bear in mind that it is a very elaborate staff. 

Thirdly, such a program, wherein there is some isolation and segregation 
in such a large institution, serving a large metropolitan area, is neither stig- 
matizing nor penalizing, as it might well be in a smaller community, in which 
to have such segregation would set a person aside as being looked upon 
as demanding special attention and care. 


Finally, in the paper there are several extremely interesting observations 
noted in these projects. First, out of the dramatic activities, that there is 
some projection and atonement for guilt; and, secondly, outlets for fantasy 
and creative urges. I would think these are essential at this particular age 
period. 

There are two other items in which any investigators present would like 
to find out if they could be confirmed, of which Dr. Curran has spoken in 
reference to the group phenomena. Those of you familiar with Ejichorn’s 
work will know there is some similarity to this presented this morning, that 
wherein the pent-up energy is due to restriction, in this group activity there 
is an outlet provided ; secondly, that there is increased security brought about 
in congregate activity. 
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Dr. Henry I. Kiopp (Allentown, Pa.).—First I want to correct Dr. Cur- 
ran’s statement that Bellevue is the first place where this work was carried 
on. At Allentown in 1924 we began this same type of work. We used a spe- 
cial building for this type of case, erected a new building in 1930, and are now 
building another. The first one was a combination for boys and girls, with 
facilities for therapy, occupational therapy room, gymnasium, physical educa- 
tion, playground, and two schoolrooms. The new building for girls will enable 
us to occupy the present building entirely for boys. 

It is absolutely necessary to classify and group these cases. Our schools 
are not conducted like a public school but the children are taken care of in 
accordance with their progress. If they don’t fit in all the subjects in one 
grade, that is taken care of. You may recall that Dr. Van de Wall started 
the work covered in his book at Allentown, although he was at Central Islip, 
New York, previously. We have a director of music, who combines light 
activities, dramatics, and so forth. The unit is in charge of a trained psy- 
chiatrist, and by that I mean that he has had special training with child 
guidance work. There is a psychologist also, a member of the staff who 
take up problems such as reading blocks, arithmetic blocks, and things of 
that kind. We do not knowingly accept feebleminded patients. 

A goodly percentage of our patients are admitted upon court order. The 
1923 Mental Health Act provides for the admission of patients for observa- 
tion, diagnosis and treatment. The court can limit the length of time, but 
for the most part they accept our recommendation. At the end of three 
months, unless we are instructed to dismiss a case earlier, we submit a com- 
plete record, including mental, neurological, social service, and psychological 
reports, with our recommendation, which usually is honored by the court. 

I like to speak of these cases that come to us as children with problems, 
not problem children. I was much interested in the paper and was glad to 
hear of the conferences. At Allentown, we have not carried out everything 
that Dr. Curran mentioned, the court procedure, for instance, and we have 
not had the racial problems to the same degree. From a disciplinary treat- 
ment standpoint, I agree most heartily with his ideas. These cases have had 
the rod before they came to us, and why repeat it? It is better to use kindness, 
patience, tact, and deprive them of certain things that the doctor spoke of. 


Dr. Frank J. Curran (Closing).—I wonder if there might not be a little 
misunderstanding in Dr. Klopp’s mind. I pointed out that I realized there 
are many children’s wards in the various parts of the country, and at Belle- 
vue, for example, we had children and adolescents up to the age of 16. The 
point I am trying to make is that we are trying to segregate the adolescents 
and have them in a different ward from the children because their problems 
are quite different. The adolescent is neither boy nor man and must be 
treated as an individual in the in-between stages, as it were. I don’t know 
whether or not any articles dealing with the organization of your ward have 
come out. I was not able to find any records or reports of wards limited to 
adolescents when I surveyed the literature. 
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As for Dr. Chamberlain’s remark as to the great number of people I have 
on my staff, I will say that it is to a large extent m 


ide possible only through 
the W. P. A. Sometimes I am the only physician 


on the ward, and some- 
times I have an intern whom I must train as part of my duties. We 
customary three or four graduate nurse 


have the 
s, and occasionally a few student 
nurses on the ward, but we have from 40 to 


70 boys, so I do not think we are 
at all overstaffed. 
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THE CONCEPT OF HYSTERIA.* 
By PAUL SCHILDER, M.D., Pu. D., 


Clinical Director, Research Professor of Psychiatry. 


The modern development of medical psychology and psycho- 
therapy started with studies in hysteria. Bernheim, Charcot, Janet, 
Breuer and Freud derived many of their conclusions from the 
study of cases of hysteria. Towards the beginning of this century 
the interest in other forms of neurotic disturbances increased, 
whereas the interest in the psychology of hysteria decreased. 
Freud’s fundamental paper “Bruchsttick einer Hysterie-Analyse” 
appeared in 1905 and finished that epoch. The interest in hysteria 
was revived during and after the war, but this newly revived 
attention quickly subsided. Parallel to the decline of medical 
interest in hysteria went a change in symptomatology of hysteria 
which has been noted by almost all observers. (Compare Wilder. )? 
The dramatic pictures have become rare and the symptomatology 
of hysteria has become more modest. Even when there is a grand 
attack it is less spectacular and the phantastic somnambulic states 
have been substituted by less dramatic amnesias of shorter duration. 
Hysteria now often appears under the picture of an organic disease 
with or without physiological and anatomical changes. It still re- 
mains a fundamental problem not only of medical psychology but 
of medicine in general and therefore it seems advisable to try to 
review the concept of hysteria. 

The number of cases diagnosed as hysteria in a large admission 
hospital like Bellevue Hospital, psychiatric division, is considerable. 
Among the 25,260 admissions ? in the year 1937, 219 cases were 


* Read at the ninety-fourth annual meeting of The American Psychiatric 
Association, San Francisco, Calif., June 6-10, 1938. 

From the Psychiatric Division of Bellevue Hospital and from the Depart- 
ment of Psychiatry of New York University Medical College. 

1 Pisk found among the 3840 cases of hysteria observed in the Viennese 
Clinic in the last 10 years many instances with outstanding signs of major 
hysteria. However, he missed the grand attacks. The number of women 
prevailed; however, the number of psychopaths was greater among men. 

2 This is the number of discharged patients. If one includes the transfers 
to other parts of the hospital, and the patients remaining December 31, the 
number is 26,210. 
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listed as hysteria as primary diagnosis. These 219 cases were 


distributed in the following way into the sub-groups of the official 
classification : 
Male Female 
Anxiety hysteria ... 21 23 
Conversion hysteria 23 30 
Anesthetic type 2 2 
Paresthetic type 3 
Hyperkinetic type 9 8 
Amnesic type 46 32 
Mixed hysteria 12 8 


At the same time there were in the hospital 385 reactive depres- 


sions among men and 393 among women. In the classification of 
The American Psychiatric Association the reactive 


depressions are 
not listed among hysteria althou 


gh in their structure they belong 
to hysteria. 
Even this 


The total number of psychoneuroses listed was 1321. 
number does not give a definite idea of the problem, since in many 
other cases hysteria was listed as secondary diagnosis. 

Furthermore, we have to take into consideration that the revival 
of interest in psychosomatic relations and the psychogenesis of 
organic symptoms is historically closely related 
the problem of hysteria. 

It is difficult to give a halfway complete enumeration of hysterical 
symptoms. They may be roughly divided into psychic, 


+ +] ] 
to the studv of 


l motor, 


sensory and vegetative symptoms. In the motor sphere we find 


yaralyses of varying types, motor fits with or without loss of 
dD » 


consciousness and, finally, lasting hyperkinesias. In the sensory 


sphere we find anesthesias, paresthesias and hyperesthesias in all 
senses. In the vegetative sphere we find vasomotor phenomena, 
more or less outspoken, changes in the pulse rate and all kinds 
of changes in the secretion and in the motility of the gastrointestinal 
tract. The phenomena in the vegetative sphere very often have a 
more or less outstanding organic character. Somatic functions are 
really impaired. In the comparatively rare hysterical impotency, 
we deal obviously with a real change in the vegetative function, 
and in hysterical vaginal anesthesia the lack of secretion is most 
evident. By inference we may say that also in hysterical motor, 
sensory and psychic phenomena something is happening in the 
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body. This becomes more apparent since, after all, the separation 
between these four spheres is more or less artificial. The unit of 
behavior is a sensory-motor-vegetative one in relation to a specific 
situation. In the field of consciousness, we find a clouding which 
always remains superficial, confusions of the same type, and hallu- 
cinations of more or less dramatic character. Since we deal with 
a person who acts, we must of necessity think that changes in the 
behavior are closely associated with changes in the consciousness. 

Organic changes provoked by the attitude of the hysterical patient 
do not merely arouse passing symptoms in the organic function. 
The disturbance may go further and excite a lasting functional 
change of an organ (organ neurosis) and even an anatomical 
change (organic disease in the narrower sense). 

A great part of the hysterical symptomatology consists in physical 
suffering. The hysterical patient seems to be afflicted with disease. 
However, in the majority of cases this disease is not accompanied 
by severe disturbances of the organic function and anatomy. It 
remains an open question whether this formulation is not merely 
conventional, since we do not generally consider organic disease as 
the simple sequence of psychological attitudes. I define as hysteria, 
psychological processes which lead to symptoms of physical suffer- 
ing which are not accompanied by severe physiological and organic 
changes. However, we must also include in a definition of hysteria, 
the psychological symptoms of the dreamy state and the hallucina- 
tions. They are to be differentiated from similar occurrences in 
psychoses in the narrower sense by the fact that the psychic 
symptomatology of hysteria is not connected with a definite dis- 
turbance in the biological orientation. The pseudologia phantastica 
on a hysterical basis is, in this respect, clearly differentiated from 
hallucinations and confabulations and delusions. As far as anxiety 
occurs in hysteria it is less persistent and less rigid than in an 
anxiety neurosis or in psychoses. 

In the definition of hysteria one has to place emphasis on the 
absence of severe physiological and organic changes (in relation 
to the physical complaint) and also on the absence of a deeper 
biological adaptation disturbance (in the psychological sphere). 
The hysterical complaint is fundamentally different from the hypo- 
chondriac complaint which is much more absorbing and a sign of 
a deeper psychological adaptation difficulty. Hysteria can be con- 
sidered as a well defined symptomatological unit. 
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Hysteria is not the only psychogenetic sequence which leads to 
a symptomatology of physical illness. Since I do not believe in 
anything but sensory-motor-vegetative behavior units, one has to 
expect that every type of neurosis will have a specific physical side. 
There is no doubt that this expectation is amply proven by experi- 
ence. Obsession neuroses, for instance, very often have an out- 
spoken gastrointestinal symptomatology. The organic phenomena 
in depressions such as blood pressure changes and changes in the 
gastrointestinal function should be mentioned. I once tabulated 
the hysterical conversion symptoms in comparison with the neuras- 
thenic conversion symptoms. Also, neurasthenia is a well circum- 
scribed type of neurosis. One has frequently spoken about the 
riddle of conversion. According to my opinion it would be a riddle 
if psychic processes which have no somatic expression should 
suddenly appear. The problem of hysterical conversion is, there- 
fore, not why the physical symptomatology appears but merely why 
these particular physical symptoms make their appearance. 

In order to understand these physical symptoms we have to 
ask which kind of human being the hysterical person is. On 
which basis appears this particular symptomatology which is 
psychophysiological? We are here not so much interested in the 
question of constitution and heredity. The data on this point are 
not only incomplete but also exposed to doubts since the seeming 
heredity might be based on identifications taking place in the 
family, especially in early childhood. Kraulis and Szondi find many 
cases of hysteria among the siblings, children, parents and their 
siblings. There is also a great number of epileptics and criminals 
among the blood relations of hysteria cases.° 

One should not overrate the difference between human beings. 
When one analyzes it is easily seen that although human beings 
show in the foreground specific patterns from early childhood, they 
also have all the other patterns and tendencies in themselves and 
they make use of them under situations which are particularly 
favorable to provoke these patterns. Hysteria is a pattern which 
corresponds to a definite early situation, as we shall later see. How- 
ever, such a pattern might be given up, and under the stress of 
circumstances other neurotic or characterological designs may 
appear. For various reasons, to be discussed later, we suppose 


8 Weygandt finds many schizophrenics in the families of cases of hysteria. 
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that the hysterical pattern has to be developed in the majority of 
human beings. Such a pattern may be stressed either habitually 
or under the strain of particular situations. The hysterical pattern 
may be more or less in readiness and may be more in the fore- 
ground or in the background of the personality structure. 

In the first case we speak about the psychoneurosis hysteria with 
which the connotation of the hysterical character is intimately 
correlated. In the second case we speak about hysterical symptoms 
or an hysterical reaction. It is obvious that such a differentiation 
cannot be an absolute one, but the fact that one has not kept these 
differentiations clearly in mind has caused much confusion in 
psychiatric literature. Immediately after the war, one drew very 
inconsiderate conclusions from acute hysterical reactions, and 
thought that a simple way had been found to explain the psycho- 
neurosis hysteria. Even Kretchmer is not free from this mistake. 
Every individual who has access to reality prefers under certain 
circumstances to forget this reality and tries to find a simple way 
out. Such simple escape reactions can be found in the war neurosis, 
in the hysteriform reactions of prisoners which are more or less 
near to malingering (the Ganser syndrome in its various expres- 
sions), and in the amnesias in criminal cases. The amnesia in non- 
criminal cases usually has a more complicated structure (Abeles 
and Schilder). Even in the simplest escape reactions the person- 
ality problem is at least of some importance, as for instance, is 
shown in the investigations of Simmels concerning the war neurosis. 
Even so, there is a wide difference between the psychoneurosis 
hysteria and the hysterical symptom which chiefly serves as an 
escape from a present situation. 

In order to understand the hysterical symptom one has to under- 
stand the psychoneurosis hysteria. Freud’s classical analysis of 
Dora still gives the best insight into the deeper mechanisms of 
hysteria. Here is found deep attachment to the parent of the other 
sex. The attachment was principally a genital one, although pre- 
genital elements were present. The affection for the father was 
partially expressed in urinary symptoms (enuresis). The main 
symptom was coughing. It was based on oral tendencies (peni- 
lingus). Freud attributes the incompleteness of the results attained, 
to his neglect to analyze the homosexual components in the case. 
The girl was deeply engrossed in admiration of the body of the 
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father’s sweetheart. Positive transference was easily obtained. 
However, the positive transference was soon followed by a negative 
one which led to the interruption of the treatment. Dora’s cough- 
ing was based on a real organic ailment, a slight catarrh. The sick 
organ became the nucleus of conversion (organic compliance). 

I shall now illustrate some of these mechanisms by my own 
observations. 


Ethel, a 25-year-old girl who suffers from hysterical attacks in which 
she gets sleepy, has to lie down, cries loudly, shouts and makes wild move- 
ments all over her body. The attacks have become so severe that she has had 
to give up her work and now lives with her father and stepmother who have 
a child of about one year, for whom the patient has to care as otherwise it 
would be completely neglected by its mother. The patient hates the step- 
mother to whom her father has been married about a year and a half. The 
stepmother is irritable and shouts at her husband, who is amiable but weak. 
The patient is deeply attached to her father who, according to her opinion, 
is a very kind person. She cannot remember any particular caresses by her 
father in early childhood and no definite material has come out so far in this 
respect. The patient’s mother had started an affair with another man when 
the girl was about Io years old, finally lived with him and divorce resulted. 
(After this divorce from the patient’s mother, the father wanted to live with 
another woman but was prevented by the patient. The marriage to the step- 
mother was necessitated by her pregnancy. ) 

The girl’s mother was very good to her while she was small although she 
beat her unmercifully for minor transgressions. The patient surmises that 
the mother was frigid although her extramarital affairs probably started 
when the girl was quite young. Since her fifth year she has felt neglected 
by her mother and professes that she wanted to kill her mother. She has a 
sister two years older who she felt was always preferred to her by every- 
body. The sister was praised by everyone for her beauty, whereas the 
patient was always considered ugly. Remarks were made especially con- 
cerning her deep-set eyes. Patient considers herself ugly. At the age between 
14 and 16 she had a close friendship with a boy. She never had any sexual 
feelings, does not feel any particular sensations in her sex parts, and broke 
off with the boy when he wanted to caress her. At the age of 12 when 
she felt still more neglected by her mother, she started to complain about 
a pain in her abdomen but the mother gave no attention to it. Finally, two 
years later, the patient had to be operated for appendicitis. She considers 
this as a sign that she was neglected by her mother. The patient has a 
psoriasis. According to her it could have been prevented if the mother 
would have listened to her first complaints. The first outstanding symptoms 
occurred around the eyes. This condition improved during the psychoanaly- 
sis when the mother showed friendliness to the patient. 

There was no conclusive material brought forward that strong sex wishes 
of the patient existed concerning the father. It is only by inference that 
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one has to suppose they were present. Her admiration for the beauty of 
her mother was outspoken. The tendency to take her place or the place of 
the stepmother appeared in no uncertain terms. The jealousy against the 
sister was obvious. There was an unmistakable tendency to depreciate the 
human body, due to the attitude of her parents. One may suspect that her 
psoriasis was facilitated by attitudes of this kind. Her lack of interest in 
sex is an attempt to deny sexuality not merely to herself but also to her 
mother, and at the same time to take the place of the mother who is sup- 
posedly frigid. Her appendicitis and psoriasis apparently had long latency 
periods in which she demanded but did not receive attention from her mother. 
In taking care of the child of her newly married sister and also the child 
of her stepmother she expresses the wish of taking their place. She is very 
bitter in her condemnation of the extramarital experiences of her mother and 
entertains no hope that a man might marry her because of the handicap of 
the psoriasis. 

There is strong attachment to the father as well as to the mother, although 
the deeper roots of this attachment were not revealed. There is further a 
tendency to depreciate her own body and a heroic fight against the sexuality 
which seems to have completely disappeared. The hysterical attack was not 
only a return of the sexuality as love of the father but also imitated the 
shouting and movements which occurred when she was beaten by the mother. 
Whatever may have been the causal factors for her appendicitis and psoriasis, 
in the final analysis they fit completely in the psychological character of 
the situation. In other words, there are at least elements of conversion in 
these organic diseases and they are used by the personality once they have 
occurred. It is worth while to mention that the patient made a suicidal 
attempt in the beginning of her disease by drinking some of her father’s eye 
drops. She immediately called for help and nothing serious happened. The 
symbolic significance of this suicidal attempt needs no further comments. 
The next case is more simple in its structure. 


Anna C., 25 years old, white girl, was admitted to the hospital on May 29, 
having been referred from the mental hygiene clinic which she had been 
attending since February 16, 1937. She complained that for one and a half 
years she had been having attacks in which she saw almost blinding flashes 
and zig-zag lines of light which were practically limited to the right half of 
the field of vision. Headaches in the right occipital region occasionally 
accompanied the attacks, but these were not a very prominent feature. At 
first she was nauseated and sometimes would vomit during an attack, but 
nausea has now become a less frequent symptom. The flashes of light ap- 
peared at variable intervals of days or weeks, whenever she was worried, 
upset, depressed or when her feelings had been hurt, and lasted a few minutes. 
At such times she would be very apprehensive lest her heart should stop 
beating, and so would sit holding her pulse. Between the attacks she experi- 
enced a feeling of strangeness which she found difficult to describe but in 
which she felt she was in a fog and that the world about her was more 
distant from her. She felt that she had lost her personality, that she could 
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not talk to people as she formerly did, that they noticed something strange 
about her, and she feared that she was going insane 


Since the patient was inaccessible otherwise, we resorted to hypnosis with 
sodium amytal. It was revealed that the symptoms were in immediate rela- 
tion to the outward situation of extramarital intercourse in which a flash- 
light was used. The flashlight was a symbol for the penis of the lover whom 
she hated because he did not want to marry her. The lover concentrated his 
caresses on the right side of the patient's body which became hyperesthetic 
at the time of the neurosis. It was also this side of the body with which she 
had sometimes touched the body of her father with whom she slept in 
the same bed up to the time of her adolescence. Her mother was rejected 
by a previous lover and had rejected her husband as coarse. The patient's 
lovers corresponded to the mother’s lover and husband. The patient identified 
herself with her mother; however, in early childhood she had a deep attach- 
ment to her beautiful mother. She was also unsuccessful in this relation and 
tried, at three years of age, to jump out of the window because the mother 


refused to let her wear the dress of her choice; she used to beat her unmerci- 
fully. The migraine appeared as a distorted intercourse equivalent. The 
feeling of being in a fog imitated the narrowing of the consciousness during 
sexual excitement. 

This is'a conversion symptom of classical type. It is completely deter- 
mined by the circumstances. One doubtless could go deeper into the explana- 
tion of such conversion symptoms, as for instance has recently been done by 
Wilson. He has analyzed a conversion symptom simulating pertussis. He 
concludes: “In all probability the cou ganic basis in the slight 
bronchial irritation concomitant with measles but it was exaggerated by 
psychic factors which served the purpose of expressing the variety of inter- 
woven unconscious tendencies. .... The bisexual si 


gh had some or 


ificance is particu- 
larly conspicuous; it expressed both identification with his mother in her 
receptive role (fellatio) and identification with the analyst and his father 
(potent coughing). Furthermore, it was a means of obtaining attention and 
sympathy as well as serving exhibitionistic tendencies; finally, as an expres- 
sion of illness, it was a source of suffering and this satisfied the need for 
punishment resulting from the hostile significance of his aggressive cough- 
ing with which he actually disturbed his environment and symbolically ex- 
pressed an anal attack (soiling with excrements).’’4 The case was one of 
sleep-walking and psychic impotence. The patient also suffered from severe 
nightmares. Wulff tries to prove that the hysterical attack is a repetition of 
infantile movements, but does not bring very convincing material. Ethel’s 
fit is the repetition of actual scenes of beating in childhood. 


A 30-year-old negro woman with an I. Q. of 63 on a 16-year level, 


always striving to improve her mental status, felt continually mistreated by 
her father to whom she seemingly had an otherwise deep attachment. She 


* Wilson has also reported the analysis of a case of acute laryngitis occur- 
ring as conversion symptom. 
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complained about bleeding from the gums and from the nose, headaches, 
indigestion, gas in the stomach, weakness on the left side of her body and 
bleeding from the nipple of the left breast (which was due to an organic 
change in the breast-cystic area). She was completely frigid but had three 
children. She had intercourse and married merely because she had hoped 
that in this way she might recover from her various ailments. In her eager- 
ness for education she tried to imitate her mother. From earliest childhood 
she had a disgust for male genitals. The father not only beat the children 
but also the mother, and the children were continually hungry. The father 
ran away from home when she was seven years old, and she went to a Catholic 
school where she worked for two years. She never had the affection which 
she wanted, and this continued throughout her whole life. 

One comparatively often sees that in persons with limited intellectual 
endowment hysterical phenomena are particularly severe. In this case it is 
remarkable that finally an organic ailment developed in the breast which 
had given her vicarious satisfaction, since all her neurotic troubles had 
disappeared when she had nursed her last child. 


The 28-year-old Gene lost her father when she was two years old and 
since then, like her mother, was afraid of the dark. She was afraid that 
dead people might come and take her away. She used to sleep in the same 
bed with her mother until she was 17. Even later she did the same when 
she was afraid. Her sex relations with her husband were often satisfactory. 
Her husband at the present time is away. Lately, her sex relations have 
not been satisfactory. She had heard that one becomes pregnant only when 
there is an orgasm, so she had tried to suppress her orgasm, since she did 
not want any more children. She collapses, feels weak, cannot breathe and 
cannot talk. 

Her attacks usually follow superficial conflicts. Once when she saw a fight 
between two men, and again when she was threatened with dispossession. 

Our material contains almost innumerable instances of similar type. 


One of our cases, a 20-year-old girl, has fainting spells preceded 
by palpitations which come after quarrels with her numerous boy 
friends with whom sex relations always are unsatisfactory. Her 
first memory is that of seeing her dead brother lying in the coffin, 
when she was four years old. She remembers that her father, who 
often was drunk, had spells similar to hers. Her father was a 
strong man. He left the home when the patient was about eight, 
and divorced the mother. At that time he forced her repeatedly to 
have intercourse with him. The patient says: “I have terrible 
nightmares about animals.” (What kind of animals?) “Mice 
monkeys.”” (What do the monkeys want to do to you?) “They 
just want to kill me or something. The mice—I look at them and 
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I want to get out of the room and I can’t; they’re all around me. 
They don’t crawl into my sex parts..... Oh yes, I am otherwise 
afraid of mice. They come up my legs.” (Do you have sexual 
feelings when you have these dreams?) “Yes.” (Is it stronger 
than the sexual feeling you have when you masturbate?) “Yes. 

. . » My boy friend is very strong and I like very strong men. 
I like my boy friend to weigh between 150 and 175 pounds. My 
boy friend weighs 160 pounds.”’ 

In a 44-year-old patient with repeated amnesia attacks and also 
loss of consciousness, one of the attacks analyzed occurred when 
she wanted to bring roses for her father’s grave. She was deeply 
attached to her father, and frequently dreams of him. Under 
hypnosis she brought out the following material: She was the 
middle child of three living daughters out of a family of five 
children. For as long as she can remember, up to the time she was 
married at the age of 19, she slept with her father while her mother 
slept on chairs near-by. Each of the other sisters had a bed of her 
own. She never remembers her mother sleeping in her father’s 
bed in all those 19 years. She denies any sex relation with her 
father, although on one occasion she did say that she would be 
crucified before she would admit it. She was married at the age 
of 18 only because she felt it was evil to be sleeping with her 
father at so advanced an age, and then she chose a man who 
resembled her father and whom she calls “Daddy.” With this 
man she has always been frigid in her sex relations. At five years 
of age she was in an auto accident in which she suffered concussion 
of the brain and was unconscious for a few minutes but was not 
taken to a hospital. 

This case increases our knowledge, in so far as we can see, that 
an early childhood accident is used as a pattern by which she 
expresses her erotic attitudes concerning the father. This case is 
not deeply enough analyzed ; otherwise it would have been found 
that the patient not only strove for recognition and affection of 
the father but also for the affection of the mother. 

In a 15-year-old negro girl with outspoken homosexual tenden- 
cies, her attachment to the aunt played an outstanding part. Her 
wish was to be strong, athletic, and at the same time to prove that 
negro girls could be as good as white girls. She had an amnestic 
attack with the hallucination of her dead mother. 
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A patient who has been observed for years, had innumerable 
operations on the tonsils, abdomen and genitals, suffered from 
asthma and hay fever, and had attacks of fear that she might die 
suddenly. It was a deep-seated character deviation in which early 
fears concerning the mother and father played the most prominent 
part. She was deeply attached to both of them. She is particularly 
gifted in acquiring new diseases and, if there are no other possi- 
bilities, she has an abortion. Although she is not frigid, she is 
usually hindered by one or the other of her pains or spasms from 
enjoying sex relations. 

The hysterical character is characterized by the tendency to build 
up a strong attachment to both parents. The attachment to the 
parent of the other sex prevails.’ This attachment is connected 
with decided genital sensations or genital activity. In many of our 
cases more or less close actual contact of the girl with the father 
has been reported and in one instance there is a report of early sex 
relations with the father. The actual conflict obviously provokes 
the previous attitudes, which later on are transferred into the 
symptom by the mechanism of conversion. The conversion is either 
based on an actual scene experienced in childhood (Ethel) ; on a 
disease observed in another, or a previous organic disease. There 
is always a real event at the basis of conversion. In this event the 
body image, one’s own somatic experience or one of others always 
play the most important part. The conversion is based upon child- 
hood experiences but the later organic trauma may be the nucleus 
and pattern for the final formation of the symptoms. Amnesia and 
memory disturbances, for instance, very often occur in patients 
who have suffered from an organic unconsciousness either due to 
trauma or carbon monoxide poisoning. Erickson even reports 
that by hypnosis he has revoked such a preceding organic un- 
consciousness. 

In all cases of true hysteria the psychogenic problem remains 
paramount. However, there are all kinds of graduations, of inter- 
action between psychological attitudes as described, to pictures in 
which the organic problem is in the foreground and the particular 
hysterical attitude becomes more and more unimportant. However, 
hysterical attitudes may prevail when the organic disease is either 
not so severe, or in its beginning, or at its decline. If the organic 


5 Also compare the book of Fenichel. 
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disease is severe, attitudes come into appearance which try to 
neglect the organic disease. One may define this tendency to 
devaluate the organic disease, as akin to hysteria. At any rate, the 
indifference which one has so often observed in the hysterical 
patient concerning his or her symptoms has a close relation to 
the attitude of the organic case. 

Most of the cases thus far discussed were women ; however, the 
frequency of hysteria among men according to our statistics is not 
less than the frequency of hysteria among women. A compara- 
tively large number of these cases are of amnesias, which are the 
most common sub-group of hysterias in our statistics. In women 
conversion hysteria plays a greater part. Reactive depression is 
listed separately in the statistics of The American Psychiatric 
Association, and in the year 1937 there were in Bellevue Hospital 
385 cases in men and 393 cases in women. The reactive depressions 
are, according to their structure, hysterias in which the present 
situation plays an outstanding part. It is true that as my own 
investigations and those of Feigenbaum have shown, particular 
pregenital components are present in this group. Furthermore, 
a large number of hysteriform reactions are to be seen in prisoners 
where the differentiation from malingering may sometimes be 
difficult. 

The short abstract I have given about the case of Wilson’s shows, 
as does our own material, that there is no fundamental difference 
in the basic structure of the hysterical symptoms in men and 
women. However, in the cases of male hysteria with severe con- 
version symptoms, as far as they were accessible to psychological 
approach, social factors played a particularly important part. Very 
often the hysterical character change appeared after more or less 
serious social reversals, as in a 60-year-old Armenian who de- 
veloped a severe hysterical paralysis which persisted for several 
years. He also had an hysterical mutism. His hysterical symptoms 
did not hinder him from embezzling and at the time of the observa- 
tion he was a prisoner. He was characterized by particular religious- 
ness, was very mild and pleasant in his whole attitude and was 
completely contented in spite of his hysterical symptoms which, as 
has been mentioned, were present before his offense was committed. 

In another of our patients with a similar symptomatology, who 
could be interviewed only under sodium amytal, scruples concerning 
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smoking and feelings of guilt connected with it offered the surface 
motivation concerning his hysterical symptoms. He also had 
worried about his participation in the C. I. O. In a very great 
number of cases accidents preceded the hysterical symptomatology. 
Some of these accidents were head injuries followed by uncon- 
sciousness and even organic signs of a lesion of the central nervous 
system. In some of these cases the accident merely furnished the 
pattern for the later psychogenic structure. In other instances, 
organic symptoms remained, which were the nucleus around which 
the psychogenic structure was built up. 

Fred L., 21 years old, had a skull fracture at the age of six. For 11 years 
he has had dizzy spells. He then cries out, “Hold me, hold me.” He groans, 
and seeks support and feels his body getting lighter. He can only see one 
object. He sees spots of different colors; faces become blurred; everything 
seems to become very large, comes nearer to him and he himself feels small. 
He is afraid to go on a bridge because this would provoke a dizzy spell. 
Anything which goes around or is off the ground makes him dizzy. Dizzy 
attacks could be produced when he was ordered to close his eyes and stretch 
out his hand. Whenever such a spell comes on, he grabs for support. The 
patient has given up all ambitions in life. He has no interest in sex; he 
often dreams that he is in the middle of the ocean and drowning. There 
are also wet dreams. 

It is probable that the head injury has left minor organic changes which 
serve as the nucleus of the psychogenic symptom formation. There is an 
organic compliance and it is to be expected that the psychogenic mechanisms 
not only bring the organic disturbance to a clearer focus but also increase the 
physiological dysfunction. At the time of the examination the patient still 
had a bilateral Hoffman sign and slight tremor in both hands. An unquestion- 
able Babinski occasionally appeared on the left side. 

The 62-year-old Robert B. was hit on the head in 1929 and was 
unconscious for six hours. Since then he has a weakness on the 
left side. It is a typical hysterical hemiparesis and hemianesthesia. 
His chief complaint, however, is a gastric ulcer. Although desper- 
ately poor he is happy and contented. Another patient, 64 years 
old, has had seizures for the last 35 years following an accident. 
He has a typical right-sided hysterical hemiparesis. 

Our material contains other cases in which hysterical symptoms 
were present in senile and pre-senile persons. In one case the 
hysterical symptoms had developed after severe financial reversals 
which led to court action. The hysterical hemiparesis and hemi- 
anesthesia had developed on the left side, in which true angina 
pectoris pains were present. There also were states of psycho- 
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genic confusion. Throughout his whole life only moderate alcohol- 
ism had been present, but it had increased during the time of 
financial stress. 


Only rarely is it possible in cases like the following to gain a 
deeper insight into the psychological structure: 


Charles K., 30 years old, suffers from attacks which often come during 
the night, in which his hands become numb and itchy. Sometimes convul- 
sions follow if he does not rub his hands sufficiently. He cannot sleep after 
such an attack, is sleepy during the next day and falls asleep while he is 
at work. In 1930 he had an accident. His cab was struck by another cab, 
his head was pushed against the rear of the car and he was unconscious for 
six or seven hours. He obtained compensation although the amount was 
small since the taxicab company was failing. Repeated physical examinations, 
encephalogram included, were completely negative. The analysis at the pres- 
ent time is in the fourth month. 

In his early history his attachment to his mother was outstanding. His 
father left the family when the patient was two years old. He also had a 
strong attachment for an older brother. He was often punished by the 
mother who would hit him over the hands, especially when at the age of 
seven she caught him masturbating. He has had a great number of accidents 
on his hands, about which he was much concerned, and he has always had a 
particular interest in his hands. At the age of 20 he had a severe accident 
in which he broke his nose when falling from a scaffold. He fell on his 
hands and hurt them considerably. He always was interested in his body 
and felt bad that he was disfigured after the accident. His heterosexual 
development was rather uneventful. He had his first intercourse at 14. There 
were many casual contacts. He has been married for several years without 
caring particularly for his wife. 

There were serious doubts whether the case has not organic components. 
However, the protracted observation makes the psychogenesis almost cer- 
tain. The case shows his tendency to accidents, especially concerning the 
organ which was given prominence by the action of a beloved person. How- 
ever, the last accident cannot be brought into connection with the psychologi- 
cal attitudes of the patient. The case also shows the importance of the social 
conflict in male hysterias. 


Hysterical phenomena in children show with marked clarity the 
continuous interaction between the attitudes of the patient and of 
the relatives. In the case of Gene all the fears of her childhood 
were in close relation to the attitude of the beloved mother. I now 
report an instructive observation which L. Bender has made on 
the Children’s Ward. 


Jenny, who is 13 years old, closely resembles her mother, and the mother 

has limited intelligence and some dramatic hysterical phenomena which 
I 

Jennie’s behavior closely resembles. The older sister, Salvina, born of a 
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former marriage of the mother, is now 16 years old and has spent a period 
in the psychiatric institute as a child for “seeing things.” The family history 
is filled with sickness and operations. The mother and three children have 
been receiving antiluetic treatment. The infection had probably come from 
her first husband. The present husband is said to be alcoholic. 

The history of Jennie is that she was a colicky baby and that at the age of 
three, after a slight cold, the mother noticed a slight strabismus which she 
felt had developed at that time. She claims that she has been nervous ever 
since then. In October 1937, she had an operation for the strabismus in the 
Manhattan Eye and Ear Hospital, since which she has been more or less 
hysterical. She has also had measles, whooping cough, chicken pox and 
mumps. Jennie’s hysterical phenomena all relate to body sensations. She has 
periods when she feels as if she is shrinking, other times when she is 
dizzy and going around and some times she feels hot all over and gets pins 
and needles and pains all over her. She is sometimes afraid of death and 
states that she is dead. Other times she has optic phenomena with blurring, 
seeing double, or blindness. On other occasions she cannot hear well. Al- 
most all these phenomena have, in one way or another, been suggested by the 
mother. We have observed them on the ward, especially after visiting hours 
by the mother. She also has periods when she is suspicious of the environ- 
ment. For two days she refused to eat because she was afraid the nurses 
would poison her. This was the outgrowth of an hysterical excitement which 
the mother demonstrated on the ward and stated that she was afraid the 
nurses would get even by poisoning the child. These phenomena are all very 
superficial and the child can be quickly relieved of them and then settles down 
to a fairly normal adjustment until she is again disturbed by her mother. 

The child is poorly developed and although of good height, is of asthenic 
build and there is no evidence of approaching puberty. Blood Wassermann 
is negative and complete serological examination of the spinal fluid also is 
negative. There is a refractive error of vision as well as an alternating con- 
vergent strabismus. Hearing tests show a hearing loss of 22 per cent in 
the right ear and 19 per cent in the left ear. Hysterical phenomena cannot 
be entirely ruled out. Neurological examination is otherwise negative. 

Our psychological examination became an extensive study because of some 
discrepancies. The following is a summary: Stanford-Binet, I. Q. 68; Belle- 
vue Adult Test, I. Q. 63; National Intelligence Test, Form I, scale A, I. Q. 
62, scale B, I. Q. 69; Otis Classification, Pt. 2 I. Q. 85; Pt. I school place- 
ment 4B; Woody-McCall arithmetic 5A; Monroe spelling written, 3B, Mon- 
roe silent reading 3A; comprehension 3B. We classified her as a high grade 
moron mental defective. The higher results obtained on the Otis Classifica- 
tion are considered to be due to the fact that she has pushed herself beyond her 
actual capacity. 


In this case as well as in others, the low I. Q. facilitates the 
hysterical fixation. However, since the conflict in such cases more 
easily provokes the hysterical symptomatology, it is also easier to 
bring the individuals to an understanding. Also in children an 
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accident may play an important part in the genesis of the neurosis 
as in the case of 10-year-old Oliver who showed a similar sympto- 
matology. In such cases one can easily show that the car or truck 
which caused the accident symbolizes the forceful father who 
pushes the child into an infantile, masochistic and dependent 
position. 

The following conclusions can be drawn: Individuals who 
develop hysterical symptoms show a very close attachment to their 
early love object. This relation is generally stronger toward the 
parent of the opposite sex; however, the relations to the parent 
of the same sex are also very outspoken. These relations have a 
genital background. The patients have the tendency to a deep 
inner dependence which acknowledges the superiority of the love 
object. One may formulate that masochistic components are of 
importance. The aggressiveness is mostly directed against the 
rival in relation to the love object. The attitude towards the 
rival is directed at him as a total person and is mitigated by the 
fact that also the rival (the other parent) is at least a potential 
love object. In connection with the rather deep genital relations 
to love objects is a lively interest in the world and a deep sense 
for the reality of objects. Since the early love relation does not 
lead to a complete satisfaction, tendencies to identification with 
the love objects of both sexes play an important part which later 
on lead to a tendency to imitation. It is a matter of course that 
pregenital tendencies of the oral urethral and anal spheres are 
also present and the symptomatology of hysteria is often deter- 
mined by the relation between the pregenital and genital drives. 
However, the genital drives prevail. Since there has been a fairly 
complete CEdipus complex, a rather strong super ego is built up. 
It is in connection with this strength of the super ego that amnesia 
plays a very important part. One may at least have the suspicion 
that the importance of the conversion mechanism is so great in 
hysterical cases for the same reason. When the conversion mecha- 
nism provokes hallucinations and confusions, the strong funda- 
mental relation to the reality still remains. However, the conversion 
mechanism has the power to change physiological mechanisms and 
sooner or later may provoke organic changes. 

One generally has the tendency to consider the psychic motor 
and sensory phenomena of hysteria as lying in a purely psycho- 
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logical sphere. However, my own studies have convinced me that 
they can be very well understood from the point of view of brain 
physiology. This is especially clear about the sleep mechanism 
which is so often severely disturbed in cases of hysteria. (Cf. also 
my book with Kauders.) Van Bogaert has recently made a 


thorough study of this problem. (Also compare Malamud’s paper.) 


CONCLUSIONS. 

Early disappointment in the relation to the parents plays a 
leading part in the structure of hysteria. Later traumas bring this 
early disappointment into the foreground again. In the early 
relations to parents, organic disease plays a very important part. 
It makes the individual still more dependent upon the parent. It 
also concentrates the love of the parent on the child. Organic 
ailment is, therefore, of fundamental importance for the whole psy- 
chology of hysteria. It reinforces the masochistic attitude. in the 
person afflicted. The affinity of the hysterical patient to organic 
disease and trauma has to be considered from this angle. Hysteria 
thus becomes the expression of suffering by disease in its human 
and social aspects. It stresses the helplessness and dependence of 
the child on the love of the parents. From this angle it becomes 
understandable that the actual cause of the hysterical difficulties in 
women is often to be found in erotic disappointments, whereas in 
men the social conflict and an accident play the most important 
part. At any rate, the person afflicted with hysteria addresses him- 
self to a highly organized social structure. The hysterical patient 
acknowledges reality but he cannot get a definite hold on it. There- 
fore, he is curious, eager and full of interest in human beings. 

The passing hysterical symptom is thus based upon the same 
mechanism as the lasting hysterical symptom and the hysterical 
personality. However, even the passing hysterical symptom is 
only possible when the individual has reached the level of the 
(Edipus complex and also the level of a lively interest in the out- 
ward world. The individual takes refuge in the symptom when 
the erotic or social situation becomes too prohibitive. 

On the basis of this discussion it becomes obvious that attitudes 
which lead to hysterical symptoms are facilitated by organic disease. 
However, it is of fundamental importance to note that such atti- 
tudes asking for erotic and social help are present only in those 
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organic diseases which are not too severe. In general, it will be 
found in chronic diseases or in the beginning or at the decline of 
an acute disease. If the organic disease is at its height or com- 
pletely incapacitating, the individual will get the full social recog- 
nition for it without hysterical symptoms. 

Our material contains, accordingly, a great number of cases of 
organic disease with hysterical symptoms. However, one should 
not speak of hysteria when the patient merely has an attitude of 
neglect towards organic symptoms, as is true in very many organic 
cases, or when the individual does not put up a particular fight in 
the face of organic disease. One should stick to the definition that 
hysterical symptoms are the expression of the attitude of love 
toward the parents in a symbolic form. As in all products of un- 
conscious thinking, many tendencies are condensed in the hysterical 
symptoms. However, whatever the share of pregenital and destruc- 
tive tendencies in the hysterical symptom may be, it is less than 
the share of tendencies in immediate connection with the CEdipus 
complex.® This is, after all, the definition of hysteria. We speak of 
the hysterical character in individuals who easily develop hysterical 
attitudes or who retain such symptoms through a longer span of 
their lives. I have also observed hysterical symptoms in schizo- 
phrenias ; however, they were merely in connection with those parts 
of the personality which have obtained a fuller adaptation to 
reality. One finds, accordingly, hysterical phenomena in almost 
every type of neurosis and psychosis. 

I want again to emphasize that the hysterical conversion is not 
the only expression of psychological problems in the body. There 
exists a neurasthenic obsessive, depressive and schizophrenic con- 
version. Every level of psychological adaptation has its own way 
of expressing itself in the body. One should not only stress that 


6It is difficult to decide when the Cidipus complex makes its appearance. 
Many analysts believe that genitality and the Gdipus complex make their 
appearance before the third year and my own observations point in the same 
direction. Hysteriform phenomena have been observed in children at the 
age of one year and a half. However, it seems to me that the structure of 
these cases is not identical with the structure of cases of hysteria. They 
probably represent comparatively simple emotional outbursts in which aggres- 
sive and destructive impulses prevail. The conversion connected with these 
outbursts is different in its mechanism from one of strictly hysterical type. 
(Compare Friedjung. ) 
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the conversion symptom is an expression of psychological tenden- 
cies but one should also stress that the conversion symptom very 
often uses as a pattern, physiological and anatomical sequelze of 
organic diseases. The organism not only has a life dependent on 
the psyche, but also one of its own, and every organic disease has 
an influence on, and brings into the foreground specific behavior 
patterns and tendencies. The unity of the psychophysiological 
organism is dependent upon the soma as well as on the psyche. 
The structure of the conversion symptoms finally cannot be under- 
stood unless we get a clear insight that individuals know about their 
bodies, that they have their pride in specific parts of their bodies, 
and that the image of the body they carry within themselves is to 
a great extent dependent upon how much attention a specific part 
of their bodies, and their bodies as a whole, receive from other 
persons. In hysteria, in which the social and human relations to 
other human beings are so outspoken, this becomes especially 
evident. The body image of the hysterical case has been built up 
on its love relation to the parents. Organic disease again modifies 
it in connection with the attitude of the parents to the organic 
disease, in addition to the immediate changes which are provoked 
by the organic disease. 

It is necessary, in order to treat any case of hysteria and for that 
matter any case of organic disease, to have an insight into the 
fundamental problems of hysteria. If one understands them, it 
is not difficult in many cases to show his problems to the patient, 
and to help him to a better adaptation in his situation.?’- The problem 
of hysteria is fundamentally one of social contact with other human 
beings under the aspect of suffering. It is not sufficient to study 
the psychosexual development of the hysteria case, but one has to 
widen the problem into that of interhuman relations. If there has 
been a basic difficulty in the family relations of the child, long 
continued psychoanalysis or group psychotherapy are necessary. 
In other cases the correct attitude of the physician will help the 
patient to regain his full adaptation to his love objects and to society 
which he has abandoned under the stress of a situation in the 
present which revived difficulties encountered in childhood. 

Physicians often have misjudged the depth of suffering of the 
patient afflicted with hysteria. They have seen in such a patient 


7 Compare Yaskin’s observations. 
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the helpless individual who, like a child, leans upon the stronger 
person. They have blamed the patient for his struggle for love 
and his tendencies to imitation. This mistake has found:a classical 
expression in the theories of Babinski’s, who had to make an arti- 
ficial separation between the hysteria which is purely of the 
pithiatic type and so-called physiogenic disturbances of so-called 
reflex type. Hysteria is a form of human suffering which affects 
the psychophysiological person. It is only when we understand the 
seriousness of the problem that we can help the hysterical patient 
to a fuller social adaptation for which he struggles. Hysterical 
symptoms, organ neuroses and organic disease are forms of human 
suffering deeply related to each other. 


BIBLIOGRAPHY. 


Abeles, M., and Schilder, Paul: Psychogenic loss of personal identity. Ar- 
chives of Neur. and Psych., 34: 587-604, Sept. 10935. 

Babinski, J. CEuvre scientifique part IX. Hysterie et pithiatisme, p. 457 ff. 
Paris Masson et Cie. 10934. 

Bogaert, Ludo Van: L’Hystérie et les fonctions diencephaliques. (Etude 
neurologique.) Congrés des médecins aliénistes de France. XXXIX 
Session. Bruxelles (22-28 Juillet 1935). Masson et Cie. Paris. 1935. 
pp. 63. 

Erickson, M.: Development of apparent unconsciousness during hypnotic 
reliving of a traumatic experience. Archives of Neur. and Psych., 38: 6, 
1222-1288, 1937. 

Feigenbaum, D.: A case of hysterical depression. Mechanisms of identifica- 
tion and castration. The Psychoanalytic Review, 13:4, 404-423, Oct. 
1926. 

Fenichel, Otto: Outlines of clinical psychoanalysis. New York. W. W. 
Norton. 

Friedjung, Josef K.: Acute Psychoneurosen in Kindheit. Zeitschrift fiir 
Kinderheilkunde, 40( 1/2), 126-132, 1925. 

Kraulis, W.: Zur Vererbung der hysterischen Reaktionsweise. Ztsch. f 
Neur. u. Psych. 136: 1-2, 174-208, 1931. 

Kretschmer, E.: Uber Hysterie. Georg Thieme. Leipzig, 1923. Pp. 115. 
English translation in the Nervous and Mental Disease Monograph 
Series, No. 44. 

Malamud, W.: Psychogenic motor disturbances. An analysis of their etiol- 
ogy and manner of development. Archives of Neur. and Psych., 32: 1173- 
1186, Dec., 1934. 

Pisk, Gerhard: Uber die Anderung der Hysterischen Symptome in den letzen 
Jahren. Wiener KI. Woch., Vol. 2, No. 30, 938-939, July 1936. 

Schilder, Paul: The somatic basis of the neurosis. J. Nerv. and Ment. Dis., 
70:5, 502-519, Nov. 1920. 


Schil 


Szon 


193 
Wey 
Wilc 
Wils 

Wu 
Yas 

l 
one’ 
and 
and 
bric 
pha 
that 
mig 
stri 
wit 
casi 
is t 
not 
wa 
res 
cas 
I 

yo 
stu 

to 
Yo 


1939] PAUL SCHILDER 1409 


The neurasthenic hypochondriac character. Med. Review of Re- 

views. Psychopathological Number, 1930. 

Notes on psychogenic depression and melancholia. Psychoanalytic 
Review, 20: 10-18, 1933. 

Schilder, Paul, and Kauders, O.: Hypnosis. Nervous and Mental Disease 
Monograph Series, No. 46, 1927. Pp. 118. 

Szondi, L.: Der Neurotiker im Lichte der psychoanalytischen, neuro-endo- 
krinen und erbpathologischen Forschungen. Schweizer Archiv. f. Neur. 
u. Psych., 37: 2, 313-334, 1936. 

Weygandt, Wilhelm: Hysterie als Erbkrankheit. Zeit. f. d. ges. Neur. u 
Psych. 155: 5, 758-783, 1936. 

Wilder, J.: Aenderung in den Manifestationen der Hysterie in Deutschland 
und Oéesterreich in den letzen Jahren. Giornale di Clinica Medica, p. 230- 
248, 1930. 

Wilson, G. W.: The analysis of a transitory conversion symptom simulating 
pertussis. Int. Jour. of Psych. 16: 4, 474-480, Oct. 1935. 

Report of a case of acute larynigitis occurring as a conversion symp- 
tom during analysis. The Psychoanalytic Review, 21:4, 408-414, Oct 
1934. 

Wulff, M.: Uber den hysterischen Anfall. Int. Zeit. f. Psych., 19:4, 584- 
612, 1933. 

Yaskin, J. C.: The psychoneuroses and neuroses. Am. J. Psychiat. 93:1, 


107-125, July 1936. 


DISCUSSION. 


Dr. Apotr Meyer (Baltimore, Md.).—It is not an easy task to confront 
one’s self on the one hand with the general picture that one has of hysteria 
and the problem that the actual cases of hysteria offer to the physician, 
and on the other hand to derive from a picture such as we have heard the 
bridge to a comprehensive conception. How will that which has been em- 
phasized in these particular cases fit into a pattern with the cases of hysteria 
that one generally sees, and that one has had to deal with and in which one 
might wish to utilize what has been emphasized by the speaker in the very 
striking and interesting picture of entire lives, where we are confronted 
with certain particularities that repeat themselves but make of almost every 
case a very individual picture. One cannot help asking one’s self how one 
is to supplant and replace that which the patient seems to be fated by, viz. 
not having had the affections, not having received the experiences that in one 
way or another leave a condition that should lead to the many different 
resultants and pictures which each of us probably carries in his mind as the 
cases of hysteria that he has had to deal with. 

I should like you to think over what cases of hysteria you have handled to 
your satisfaction. You may remember the cases that you have seen, and 
studied for the factors in nature’s way of disposing of a disturbance brought 
to you for treatment and what chance you have had in dealing with them. 
You cannot help remembering the helps that you may have received from 
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teachers, whom you have seen handle their cases: physicians who have 
handled hysteria cases by ignoring, others by reassurance through their 
personality and perhaps through their explanations, and then perhaps through 
the possibility of drawing the patients’ attention to things that belong to their 
life, sometimes explaining in a remarkable way how certain memories may 
well up and create and sustain new experiences and create fantasies in new 
situations. 

Of course, you also remember how difficult it is sometimes to get an 
interpretation of a case of hysteria according to just one pattern, in which 
the average person has come to believe as the orthodox conception, namely, 
that of repression of an experience, perhaps one specific event which troubles 
the patient and comes up sometimes with the appearance of a satisfaction, 
sometimes with the appearance of suffering. It does not always work out 
simply. Very often items that seem to answer completely that standard 
characterization do not alter the state of the patient when they well up and 
become conscious and are described, or even perhaps are reacted to very 
energetically and emotionally according to the schedule of the theory. 

So looking over the whole question of hysteria, I am inclined to think 
that we do well to remember what has been in the physician’s mind with 
regard to hysteria from antiquity and from Sydenham, the period when 
hysteria had come to be looked upon as the great simulator of disease and 
dissimulator of reality. 

We have to recognize that we are dealing with what we might call a 
complaint become a disease, not complaint of disease but complaint as a dis- 
ease, when we see simulation not as a way of concealing certain things as we 
all may do, but as a disease contrary to one’s interests and without any aware- 
ness of how it all works. 

Quite obviously we are confronted with a particular condition, which I had 
best describe as a special trait of humanity and of functioning, in normal 
individuals concealment, and in the abnormal condition becoming a disease, 
in the sense of something befalling the patient without his obvious inten- 
tion and perhaps definitely against any personal intention. 

Dr. Schilder emphasizes the suffering, but it is quite interesting how many 
other describers of the condition point to the fact that the patient gets into a 
conditi' where he can with often surprising equanimity, pass by things that 
after . startle and complicate the whole relationship between him and his 
environment. 

What then shall we think of one of the main points that Dr. Schilder has 
put in the title of his communication, namely, the relation to the organic con- 
ditions and the relation also to the situation? I do think that the rank and 
file of cases of hysteria do not come to Bellevue. They are probably very 
much more frequent than those who do and they still offer a tremendous field, 
one that can be very baffling if we do not try to make the conception of the 
condition and the treatment available reasonably commensurate. The utiliza- 
tion of childhood experience which cannot be changed, or proved as historical 
fact, but may at least express an attitude, would in the large percentage of 
conditions probably not without a tremendous expenditure of time lead us to a 
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promised result. Therefore, it is important to recognize that particular trait 
that constitutes, to my mind, hysteria—implies the tendency to create a sub- 
stitute and an effect upon the environment, while the individual will probably 
deny that any such tendency was playing any active role. 

I would say that we have to get a complete, or at least as complete a 
picture as is essential, of the total situation that is present including the past 
and especially also the caliber of the individual, the intellectual and the 
emotional capacity and the relationship in the situation. The extent to 
which these things operate has not been characterized along what I would 
call more orthodox lines by the presentation of Dr. Schilder, namely, that 
most of the phenomena with which we deal are of a particular type of avoid- 
ing or of dissimulating the complaints. The striking thing, after all, belongs 
to what is specifically “hysterical,” following an order that the average indi- 
vidual does not recognize any longer as a normal end form in which the reac- 
tion actually occurs. We do get very much more of a picture of what is 
best made clear through our knowledge of the experimental product that 
can simulate the things experienced in hysteria, namely, what we know of 
hypnosis. Charcot for a long time claimed that hypnosis was in itself hysteria ; 
it was possible only in those who were hysterical. We do not think that any 
longer. We bring the whole question very much more closely into rela- 
tion with what we know in part of average life and of hypnosis seen from the 
angle of suggestion and of what we know of average life; namely, that yield- 
ing to a demand, yielding to suggestion, does play a very important rdle evi- 
dently both in the therapy and in the interpretation. 

I, therefore, would say that while we have learned a tremendous lot that 
is of sociological importance and of importance in the management of the 
whole group in which the patient is the active organismal person, we also 
realize that the important thing is to make our formulation of what we deal 
with in the individual case as commensurate as possible with the means that 
we have for modification. We are inclined to make a picture or a formula- 
tion that is very much more inclined to use the actual situation of the 
present and to see to what extent it has been modified pathologically or 
fantastically or otherwise, by the particular type of person shown up by the 
past. We see then, of course, that some of the things will be harmonized 
along the line of what the family has shown. The setting of the family 
undoubtedly plays a very important role. But from a point of view of adjust- 
ment we have to resort to a good many things. It is not merely a talking 
affair. Most of us use the expedient of bringing about a balanced existence 
and activity. With the utilization of that which has to fill the gaps in the 
short-circuits, we are able to bring about readjustments respecting as far 
as possible the basic urges and need of the patient; but it is exceedingly 
interesting to see even with intensive psychotherapy how few patients who 
get over their hysterical tendency are able to give one any very concrete 
statement of any things that have become particularly illuminating and cor- 
rective in the readjustment—probably because of the basic peculiarity and 
often deficiency of make-up. 
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I do think that we must not forget that hysteria has figured in its termi- 
nology and in its whole conception as it is in our tradition as the simulator, 
as the simulator having become a disease, as the complainer, in which the 
indulging in complaint, the fantasies of complaint and the results that are 
implanted upon them have become a disease, have gone more or less beyond 
the control of the individual and have to be brought into a setting in which 
that which deviates from the reaction to reality, can be replaced by the func- 
tioning within the realm to which the individual has grown, the capacity 
which he has and the range of ability with which the contact with reality 
can be attained. 

The picture that Dr. Schilder has given us is exceedingly interesting. It 
does urge us to look back upon the various steps in which the hysteria prob- 
lem has been presented in psychoanalysis, first under the concept of repres- 
sion, and the unconscious, the release and the abreaction, then the picture 
that Freud gives us in that exceedingly interesting confession from the physi- 
cian’s office, from the patient-physician relationship in the analysis of Dora, 
which was not wholly successful but of which he gives a confession that is 
exceedingly illuminating and should be read by those who discuss the Freudian 
conception of hysteria. 

There then comes the expansion or replacement of psychoanalysis in a con- 
ception of more than these particular points and reminiscences in a general 
adaptation or formulation that makes it part of what we accept in psychiatry 
generally, namely, the determination to recognize the picture of the individual 
case, the pattern that develops out of the capacities and needs and resources 
of that individual, and then the particular dynamic set up, as “mechanisms” 
that I describe in my own mode of thinking about the given data as tending 
to create dysmnesic reactions tending to creat dissociations which then have 
to be deprived of the immediate provoking factors for their recurrence and 
the disturbances that they produce. I would say that drawing the reactive 
depressions so definitely into the picture of hysteria does not satisfy me. 
I think it is important to recognize the dissociative character of this particu- 
lar type. I do think we owe Dr. Schilder our thanks for bringing before us 
in such a vivid fashion a particular type of that which belongs to the broad 
chapter of hysteria which we have got to learn to handle in various forms, 
the simpler forms, perhaps with simpler facts and simpler methods, and also 
the feeling that in these very broad and sweeping types, in those types in 
which the whole character of the person seems to be turned into a drama 
rather than into life, that there we must be determined not to look for fixed 
constitutions and finalities but for the things to work with. 


Dr. Paut ScHILDER (closing).—I am very grateful to Dr. Meyer for his 
splendid discussion which indeed has clarified many points which I couldn't 
clarify in the short time at my disposal. Of course, the fundamental problem 
remains, what to do, and I really do not think that we can analyze every 
case either in Bellevue Hospital or in private practice, but we have to under- 
stand the fundamentals and when we do so, even when we merely reassure 
the patient, then we will do it in a better way. We should at first study the 
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most complicated and most difficult cases and should be capable of the most 
complicated technics in handling these problems in order to finally do the 
very simple things. If we have gone through this hard school of analyzing 
hysteria cases for years and years, then we shall probably be better able to 
handle the comparatively simple case. But what are the simple cases? I have 
always seen that when you give enough time and attention to any case, it is 
not a simple case, and, after all, the normal human beings are not simple 
cases at all. 

I do think, therefore, that we should try to do our best in the time we 
have for the simple patient and we should give more time for the simple 
patient and we should be aware of that. We should be aware of that under 
the urge of present situations, we neglect our patients too much, and we 
should do our best socially and otherwise, to help this neglect. I have found 
that the severe cases very often need a long psychoanalysis. In some cases, 
group psychotherapy which points the patient to definite aims and lets him 
compare his problems with the problems of others is of a very great impor- 
tance. I would only like to add one more remark about the problem of the 
relation of the hysterical patient to reality. 

I would like to say the hysterical patient never turns away completely from 
reality. Quite in the same way as the patient who is in hypnosis knows that 
he is in hypnosis and knows that he has this relation to the hypnotiser, so 
the hysterical patient always knows that he is in a reality and that he escapes 
from the reality. He never has this complete turning away from the com- 
plicated structure of reality that the schizophrenic case has and also the 
hysterical confabulation in some way contains still the longing for reality, 
the longing for real love and for real human and social relations. When we 
understand that, then we probably shall help the patient better. 

It is true that the hysterical case simulates, but he simulates something 
which he has experienced in reality and in a very bitter early reality, and really 
this is the clue to the fundamental problem. The hysterical patient suffers 
and seems to simulate his suffering; and in the long run, I do think so far 
the hysterical patient didn’t get the sympathy which we can give him as 
physicians and especially as human beings. 
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PSYCHIATRY IN SYRIA. 
By E. LENNARD BERNSTEIN, M.D., Artincton HeEtcuts, Mass. 


Syria, in its broad sense, is a country of about two million 
people which lies at the eastern extremity of the Mediterranean 
between Turkey and Palestine. Since the main trade routes for 
Baghdad and Teheran start from Damascus, the oldest city in the 
world, this is the gateway to the Middle East. However, the 
southern part, with a population of close to a million, most of 
whom are Christians, has constituted itself an independent state, 
although still under French Mandate for another year or two, and 
is known as Great Lebanon. Psychiatrically, it is admirably served 
by a modern hospital affiliated with the American University of 
Beirut, called The Lebanon Hospital for Mental Diseases; in 
Arabic, the “Asfuriyeh,” or “Bird-House’’: a term with interest- 
ing philological cognates. But it is the northern province of the 
Mandate, Syria proper, which is predominantly Mohammedan, 
that is clinically the most interesting; and especially the county, 
or Sanjak, of Aleppo. 

This is, next to Damascus, the largest city in Syria, having a 
population somewhat under 200,000, nearly all of whom are 
Semites, and most of whom are Mohammedans. It is one the few 
remaining cities in the Near East which are almost uncontaminated 
by European influences, but it is much cleaner than Damascus or 
Baghdad, and its inhabitants are the most gentlemanly Arabs in the 
world. It was formerly a great caravan centre, but the oil pipe- 
lines and auto trucks have put an end to that. 

Although the Maristan Arghoum is mentioned as a place of 
interest in the official tourist guide, no one in the city, not even the 
Tourist Office, seemed to know where it was, and everyone of 
whom we enquired regarded us with suspicion, until Hikmet, my 
17 year old guide and interpreter, by the judicious distribution of 
baksheesh, found a mule-driver who conducted us there. Hikmet, 
incidentally, later exhibited some transvestist tendencies, and used 
to say that he wished he were a woman so that he could marry me; 
my old villain of a host, Hikmet’s patron, who was a man of the 
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world, would blush furiously at this, and assure me that Hikmet 
was a perfectly innocent youngster who did not realize what he was 
saying. 

The Maristan was an ordinary house of white stone, which stood 
at the end of an exceptionally dirty lane. Our knock was answered 
by two ragged and hostile children, a boy and a girl, aged eight and 
six, respectively. When they saw that their visitor was a foreigner, 
they cursed me loudly in Arabic for the infidel that I was, and 
would have slammed the door in our faces if Hikmet had not 
cursed back at them in a reproachful tone, and demanded to see 
their father, a tall, serious, polite Arab of the upper laboring class, 
who was the superintendent, chief psychiatrist and factotum of 
the house. 

We were eventually admitted through the door in the wall into 
the stone courtyard and left to our own devices, while the Arab 
went about his business. The bright sunshine made everything 
glare with such a dusty whiteness that it stole almost all the color out 
of the scene. The court was surrounded in the usual Oriental style 
by the two-storey house. To the right was a dark room with some 
glassless windows, where some of the more decrepit patients were 
kept. Ahead of us was a blank wall, the back of the next house. 
To the left was a flight of stone steps leading to the upper court. 
On a bench at the foot of the steps a tall man with hunched shoul- 
ders sunned himself, staring at the flagstones. He looked up with 
a friendly leer when we entered; when he tried to rise, his legs 
shook so that he fell back on the bench, but this did not lessen his 
apparent delight at our presence. His coarse khaki garment was 
slit at the sides like an old-fashioned New England nightgown. 

Hikmet’s sandals clattered beside me up the stairs and into the 
main living-room. This was a stone chamber about eight feet high 
and 20 feet square, its floor covered by a torn and dirty brown 
mat, along three borders of which were placed rows of mattresses. 
Light entered only through the narrow doorway and a small open- 
ing next to it, and another small window in the opposite wall. 
Opposite each mattress, sunk in the wall, 112 years after Pinel’s 
death, was the iron ring. At the moment only one person was 
chained up, a boy of about 20, apparently a catatonic schizophrenic 
who continued to laugh and chatter thoughtfully to himself without 
paying any attention to us. Every few moments he lunged forward 


su 
ab 
abc 
rig 
cas 
cu 
he 

im 

qu 

co 

se 

ti 

th 

Or 

m 

m 

ei 
p! 

t 

oO 

h 
n 
t 

| 
| 


[ May 


ikmet 
was 


stood 
wered 
it and 
igner, 
, and 
1 not 
O see 
class, 
m of 


| into 
Arab 
thing 
r out 
style 
some 
were 
ouse. 
ourt. 
10ul- 
with 
legs 
1 his 
was 


» the 
high 
own 
sses. 
pen- 
vall. 
nel’s 
was 
enic 
10ut 
yard 


1939] E. LENNARD BERNSTEIN 1417 


suddenly as far as his chain would permit, and then sat down 
abruptly to resume his ruminations. There was a circle of ulcers 
about his left ankle, and the chain had been changed over to his 
right leg. 

All the patients wore the same long khaki chmejja, in most 
cases fairly clean. One group clustered around us, consumed with 
curiosity, shamelessly firing questions about me at Hikmet. When 
he told them that I was an American physician, their good manners 
immediately returned; several of them salaamed and politely re- 
quested him to ask me how long I thought they would have to be 
confined. There were about 20 patients in this part of the house, 
several sitting depressively against the walls, some euphoric, talka- 
tive and hyperactive, and others posturing or out of contact with 
their environment. One told me, in broken phrases, that he had 
once worked in a mill near Detroit. The others shrank back the 
moment he began to speak, crushed and oppressed by his rudi- 
mentary knowledge of English. My impression was that about 
eight were depressed, eight manic, and a few apparently schizo- 
phrenic. They had been there for periods varying from two weeks 
to three years. 

The conveniences of the house were negligible. There was a pail 
of water and a common drinking-cup. The patients washed their 
hands and feet in another bucket. There was an aptesane arrange- 
ment where they could squat when they needed to, a small closet 
with a hole in the floor. 

On the other side of the upper court was the chamber for the 
“bad” patients, about eight of them, all chained up. As we entered, 
the keeper was arguing with a troubled-looking young man who 
did not want to step into his shackle. He submitted when the 
keeper raised his thin stick threateningly. This, said the keeper, 
perhaps a little proudly, was a judge’s son who had escaped twice 
through the sole window, a small orifice high up in the wall. 
Hikmet translated my surprise at seeing a person of this social 
stratum in the Maristan, and the keeper explained that the father 
had signed the commitment order himself, as there was nowhere 
else to send him, the boy being a Mohammedan. I was unable to get 
a clear idea of the commitment procedure and ascertained only 
that it was a simple medico-legal matter. I also learned that there 
was no neurologist or psychiatrist in the whole Sanjak of Aleppo, 
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although there were many physicians who had graduated from 
the American University of Beirut. 

The keeper himself slept in another stone chamber, about ten 
feet square. There were two straw mattresses on the floor, one 
for himself and one for the children. He had been on duty 24 
hours a day, seven days a week, for the past five years, and took 
care of everything by himself, with the assistance of the children 
and any patients he thought he could trust. His wife lived with 
her parents, and visited him occasionally for a few hours. This 
was his only contact with the outside world, except on rare occa- 
sions when he could persuade a friend to substitute for him. The 
total salary for himself and his young assistants amounted to 
$25 a month. 

There was no medical supervision of any kind, except when he 
thought someone was ready for discharge and would request the 
government authorities to approve his judgment. Since his author- 
ity was completely despotic, it was fortunate for the patients that 
he was a kindly and patient person. Discipline was entirely based 
on his personal influence and his thin stick, but he rarely had to 
strike anyone. Once in a great while there would be a scuffle, 
when the children and perhaps some of the other patients would 
assist him. 

We stayed until supper time, when one of the patients fetched a 
large bucket of cooked meal from the National Hospital nearby. 
The official Maristan dietary was the leftovers from this hospital, 
where the food was none too good to start with. In practice, this 
meant a monotonously deficient diet consisting only of a bowl of 
this mush three times a day, with rarely, as a treat, some bread. 
Occasionally, if the appetites at the National Hospital were more 
ravenous than usual, the Maristan portions were meager, but 
usually there was enough to go round. 

The National Hospital is for medical and surgical patients. As 
far as female psychiatric patients are concerned, I was told that 
there were only two in the whole Sanjak, cared for by a woman 
custodian in an establishment similar to the Maristan. 

There are other similar establishments in the more Europeanised 
province of Lebanon, many of them attached to religious institu- 
tions. One of the most accessible is found in the monastery 
of Khalet-el-Hassan, on a fertile plain beyond the mountains 
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outside Beirut. Here the patients are not only chained, but 
the monks are perpetually endeavouring to exorcise the devils 
out of them by Cabalistic and Manichaean rites which occasionally 
damage the patients considerably. However, the proud Libanese 
are loth to admit such goings-on, since they regard themselves as 
culturally superior to their neighbors to the north. If one forgets 
the monasteries, as they do, and compares only the Asfuriyeh with 
the Maristan, their position is tenable, much as one favors the 
Aleppots for their good manners and warm hospitality. 

The Asfuriyeh is a 350-bed hospital of modern construction, 
supported mainly by private endowments. The psychiatrist-in- 
chief, Dr. Stewart Miller, being an Englishman, one is not sur- 
prised to find the institution surrounded by beautifully sculptured 
hedgerows and neatly kept garden beds, nor to be offered tea in 
the hallowed afternoon. Dr. Miller has a staff of one Levantine 
medical assistant, three graduate nurses, including the night super- 
visor, and many attendants. In former days, all the medical stu- 
dents in the American University put in their time at the Asfuriyeh, 
but in recent years this course has not been followed, although 
didactic courses in psychiatry are still on the curriculum. The 
Asfuriyeh being the only ranking psychiatric institution within a 
radius of almost a thousand miles, it draws its patients from the 
upper classes of all the surrounding countries, Egypt, Arabia, 
Persia, and Turkey also, as well as from all the enlightened classes 
in Syria itself. Unfortunately, the treatment facilities have not yet 
been fully exploited, due to lack of funds, and such appurtenances 
as the hydrotherapy department have not been opened, although 
from year to year hopes have been raised that the money would be 
forthcoming. 


B 
S] 
u 
Ci 
tl 
n 
kc 
u 
tl 
p 
iI 
te 
h 
b 
b 
7 
a 
i 
I 


SOME UNSUCCESSFUL REACTIONS WITH 
PSYCHOANALYTIC THERAPY.*} 


By GERALD R. JAMEISON, M.D., ann EDWIN E. McNIEL, M.D. 


Psychoanalysis is accepted generally as an important but highly 
specialized form of psychotherapy. Its treatment value relates 
particularly to the neuroses, but its concepts have also brought 
understanding to the psychoses. Today, therefore, formal classifi- 
cation of mental disease is of secondary importance to understand- 
ing the nature and significance of the symptoms. If one accepts 
the psychoanalytic theories entirely there are few symptoms in the 
neurotic or psychotic patient that cannot be explained psycho- 
logically. However, in the treatment of the psychotic patient 
understanding of the symptoms does not, unfortunately, resolve 
the disease. The difficulty that presents itself is the fact that the 
patient’s affective reaction rarely keeps pace with his intellectual 
insight. Why this is so cannot be explained entirely, but certainly 
in patients who have latent or actual psychoses, an inaccessibility 
to direct analytic therapy exists, which needs constant recognition. 

Freud has discussed this on various occasions,’~* and many of 
his experienced followers have emphasized it in the psychoanalytic 
literature.*-® The consensus of opinion is that the psychoses cannot 
be analyzed successfully, although an optimistic note was struck 
by Abraham,’ in his work with the manic-depressive reactions. 
The psychoanalytic treatment of manic-depressive patients has also 
been discussed by Devine,® Glover,® Payne,’® Neymann,’? 
and others. Schizophrenia has also been treated intensively by a 
number of analysts, but a modified technique is usually referred to, 
implying certain reservations as described by Federn,’* Hinsie,™ 
Alexander,’® Sullivan,’® and others. 

The present study reviews the records of 17 patients who were 
admitted to a psychiatric hospital some time after, or during, a 
period of psychoanalytic treatment. An attempt to evaluate the 


* Read at the annual meeting of The American Psychiatric Association in 
San Francisco, Calif., June 8, 1938. 

7 From the New York Hospital, Department of Psychiatry, Payne Whit- 
ney Psychiatric Clinic and the Cornell University Medical School. 
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significance and course of the patient’s disorder in relation to the 
analysis is discussed. 


Case 1.—Diagnosis: Manic-depressive psychosis (circular type). 

A married woman was admitted to the hospital in a depressed state with 
thoughts of suicide. 

Family History—One brother had melancholia; another was a severe 
hypochondriac. 

Personal History—The patient was one of several siblings. There was 
history of scattered sexual experiences in childhood and adolescence. She 
had several pelvic operations with a final panhysterectomy. She was always 
considered sensitive, over-scrupulous, closer to women than to men, though 
she desired the attention of the latter without being responsive. 

Present Illness—Ten years before admission, following the death of a 
parent, she developed a retarded depression. Under analysis the depression 
became more intense, and the analysis was interrupted. For the next few 
years she was alternately improved or in a relapsed state. Analysis was 
resumed on several occasions but each time seemed to induce further depres- 
sion. Several periods of hospitalization coincided with an improvement in 
her mood reactions. Later she had three years’ further analysis, and before 
this was completed she instituted divorce proceedings which she dropped 
later. Then a severe depression with suicidal tendencies developed and she 
spent about a year in a psychiatric hospital. For the next five years she 
lived outside of a hospital, each fall having a mild depression. She consulted 
various physicians but no further analysis was attempted. Her chief satis- 
faction has been a position affording her an income which has released her 
from economic dependence upon her husband. 

Comment.—This patient, with mild recurrent depressions alternating with 
mild hypomanic states for many years, can today give an account of the 
mechanisms behind her symptoms that would challenge any analyst to 
refute. Psychoanalysis gave her an intellectual insight, but it did not affect 
the course of the mood disorder. Her more recent depressions carry the 
same suicidal preoccupations, the same self-condemnatory trends, and the 
same retardation as were evident years before. Accepting the more or less 
established course of her depression as inevitable it can be said, nevertheless, 
that changing her environment through hospitalization when she was acutely 
ill was still the only practical by-pass to temporary health for an unfortunately 
compromised personality. 


CasE 2.—Diagnosis: Manic-depressive psychosis (circular type). 

A married woman was admitted to the hospital in a manic excitement, 
two years after beginning an analysis. 

Family History—Father was a typical psychopathic personality; a sister 
was hypochondriacal. 

Personal History.—The youngest of three siblings, she was beautiful, popu- 
lar, and a brilliant student in high school and college. Depressive moods 
covered by drinking began late in adolescence. She was twice married, but 
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had no children. Periodic drinking to excess with several brief periods of 
hospitalization for acute alcoholism occurred some years later. 

Present Illness—Her drinking was related closely to depressive moods 
beginning years before. At first there was no evidence of alternating manic 
states. When over 30 she had her first period of excitement when she became 
extravagant, dramatic, vituperative toward her husband and his family, and 
developed some religious trends. She was hospitalized for over a year. Fol- 
lowing discharge she continued to have mild elations alternating with periods 
of depression. Two years later she returned to the hospital depressed and 
irritable, and remained for another year when she was discharged as much 
improved. Later began an analysis. She improved at first but soon resumed 
drinking, and became elated, angry, and irresponsible. She talked of divorcing 
her husband, of hating him and his relatives, and had the same religious trend 
present in the attack years before. Re-entering a hospital she remained 
acutely manic for several months. 

Comments.—Analysis was more experimental than actually therapeutic. 
When hypomanic the patient was difficult to control. Alcohol became an 
increasing problem and a definite defensive outlet making analysis impossible. 


Case 3.—Diagnosis: Manic depressive psychosis (circular type). 

A married woman, who had been under analysis for a few months, was 
admitted to the hospital in an overactive, manic state. 

Family History—The mother was subject to depressive states. A sister 
had schizophrenia. 

Personal History—The patient was the second of several siblings. She 
graduated from high school, and had dramatic and athletic interests. Though 
inclined to be self-assertive and rather tactless she had many friends. 

Present Illness—Her first major depression followed her marriage. For 
about a year she remained depressed. Several physicians saw her: one 
advised divorce; one treated her analytically for five months. She inter- 
rupted the analysis to take a trip during which it was said that she “im- 
proved without medical treatment.” Shortly thereafter her first elation 
developed, and following this for several years she had a typical circular 
reaction, with the depressive phases gradually becoming shorter and the 
elated periods more extended. When depressed she lost weight, complained 
of anorexia and constipation, was retarded in talk and actions, and had 
suicidal preoccupations. When elated she gained weight, ate ravenously, was 
not constipated, became loud and coarse in talk and actions, turned against 
her husband and was very extravagant. Various physicians saw her again, 
and finally while in a depression she began a second analysis. After a few 
months this was interrupted by the analyst’s vacation and resumed later. 
She was now in a hypomanic state but the analysis continued until her 
reaction became so intense that hospitalization was recommended. 

Comments.—This patient had a typical circular manic-depressive psycho- 
sis of several years’ duration. Various physicians attempted to treat her, 
but with little effect upon the course of her disease. 
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CasE 4.—Diagnosis: Manic-depressive psychosis (manic type) with para- 
noid trends. 

A married man, under analysis for several months, was admitted to the 
hospital in a disturbed, excited state with paranoid ideas and auditory 
hallucinations. 

Family History—Both parents had had psychotic episodes. A maternal 
cousin committed suicide. 

Personal History.—The patient was the oldest of several siblings. As a 
child he was imaginative and somewhat effeminate. In college he was a 
brilliant, energetic intellectual, easily discouraged by failure and exhilarated 
by success. 

Present Illness—He began analysis because he felt inadequate. During it 
he seemed to make good progress, although in general he was slightly de- 
pressed in mood. There was a tendency to intellectuality and he used much 
psychoanalytic vocabulary acquired in his reading. Occasionally he reacted to 
the interpretation of a dream with prolonged laughter. Nevertheless his 
family felt that he became much more natural in his everyday life. A 
month before the patient came to the hospital he became talkative, erratic 
in actions, and developed paranoid ideas. In the hospital men’s voices haunted 
him, electric currents came out of the door knobs; he refused to eat and had 
to be tube-fed. He misidentified the physician. Lights, river boats, signs, 
cars, etc., were all part of a definite plan “carefully worked out as a brilliant 
wind-up for his analysis.” Within two and a half months he left the hospital 
in a comfortable condition, with no intention of resuming analysis. 

Comments.—This patient had a mixed personality: partly schizoid. Both 
parents had been psychotic. Much of the patient’s life history was apparently 
worked over in his analysis. The analyst’s vacation exaggerated the trauma 
of a pending resolution of the patient’s transference, and regression with 
projection and a temporary dissociation occurred, resembling schizophrenia. 


CasE 5.—Diagnosis: Manic-depressive psychosis (depressive type) with 
obsessional compulsive states. 

A married woman over 30 was admitted to the hospital in a profound 
depression, extremely retarded in talk and actions, and admitting frankly her 
desire to die. 

Family History.—Father had had a severe neurosis and committed suicide. 

Personal History.—The patient was the second of several siblings. She had 
a good intellect, but left college early because of finances. She was self- 
centered, a fair mixer, liked attention, but never felt close to anyone. “My 
only interest is in how I look!” Mild mood swings began in early 
adolescence. 

Previous and Present Ilinesses—In early adolescence she took poison while 
depressed and irritable. Six years later, following an appendectomy, she 
was cynical, depressed and again took poison. Two years later she drank 
alcohol “to get courage to jump out of a window.” A year later she mixed 
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poison in a glass, then borrowed a gun to shoot herself, but “always lost 
nerve.” She pictured herself dead, but feared she would make herself per- 
manently “crippled” if she failed in killing herself. She began an analysis 
lasting over a year, at the end of which time she was hospitalized because of 
strong suicidal drives, marked depression, and hypochondriasis. Within a 
year she was discharged, lived at home with her husband but assumed no 
responsibilities. She then developed counting rituals, and had compulsive 
thoughts with more or less anxiety reactions. Two years later another de- 
pression brought her to the hospital as noted above. 

Comments.—This patient appears to have had recurrent depressions dat- 
ing back to childhood. She was extremely narcissistic and between attacks 
lived a rather pampered, unemotional life. Her analysis was on a purely 
intellectual level, and today she can discuss the dynamics of her psycho- 


pathology with a challenging “What of it?” Her depressions have continued. 


Case 6.—Manic-depressive psychosis (depressive type). 

A married woman over 50 was admitted to the hospital in a depressed 
state, with fears of insanity, sleeplessness, and suicidal thoughts. 

Family History.—Sister had a circular manic-depressive psychosis. 

Personal History.—The youngest of several siblings, she had a college edu- 
cation and was always “a dynamo of energy.” She was very sensitive and an 
immaculate housekeeper. 

Previous and Present Illnesses—There were three previous depressions, 
the first occurring when she was 20. In her second depression she was 
analyzed for nine months. It became more intense and the analysis was 
terminated at her husband’s request. After a year she recovered. The pres- 
ent attack followed an interruption of her teaching responsibilities. She 
became depressed, irritable, and expressed feelings of inadequacy and suicidal 
thoughts. 

Comments.—A recurrent depression in a manic personality—not changed 
by the analysis. During one attack her depression was intensified by such 
therapy. 


Case 7.—Diagnosis: Manic-depressive psychosis (manic type) with para- 
noid trends. 

A married women over 30, under analysis for several months, was admitted 
to the hospital in a depressed, agitated state with marked suicidal tendencies. 

Family History —Mother had a depression ; a brother was a typical schizoid 
psychopath; a maternal cousin committed suicide. 

Personal History.—The oldest of several siblings, she was a brilliant stu- 
dent. Thereafter she taught school and advanced steadily to more responsible 
positions. She married, but continued with her career. Sex difficulties de- 
veloped promptly, but a child was born within a year. 

Present Illness ——For about a year the patient had a combination of mental 
and physical distress. Both she and her husband were treated by separate 
physicians. Following removal of impacted molars she had extreme pain, 


| 

y 

J 

il 

a 

a 

d 

it 

\ 

| 

1 

a 

1 

1 


1426 UNSUCCESSFUL PSYCHOANALYTIC THERAPY [ May 


could not sleep for a week, had screaming and crying spells, and talked of 
going insane. She was afraid she would kill her son, and felt that the sky 
and the mountains were closing in to crush her. After six weeks in the 
country she improved and returned to the city when her son’s tonsils were 
removed. Agitation, depression, and fears of hurting her family again became 
intense. An analyst reviewed her case, began an analysis which lasted two 
months. She developed ideas of being the world’s greatest criminal, thought 
that she was changing into a man, that she had caused a world catastrophe, 
and that she had killed her husband, child, and parents. She wanted to be 
punished and talked of death. In the hospital for four months she remained 
acutely suicidal and without insight, believing that everyone hated her and 
was planning tortures for her. Convalescence eventually began as her 
physical health improved. 

Comments.—Analysis of this patient was started when she was actually 
psychotic. Her high intellect resulted in a rapid grasp of the concepts of 
the unconscious hate and love reactions, but with little ability in her dis- 
turbed state to develop a transference. She translated the exposed material 
literally, intensifying the symptomatology of her illness. 


CasE 8.—Diagnosis: Manic-depressive psychosis (mixed type) with psy- 
choneurotic features. 

A married man in his thirties was admitted to the hospital in a tense, 
depressed state following an attempt at suicide by cutting himself with a 
razor. 

Family History—Father committed suicide; mother a psychopathic per- 
sonality. A maternal and a paternal uncle committed suicide. Two paternal 
aunts were neurotic. 

Personal History—He was a college graduate, persevering, sensitive, 
artistic and intellectual, but had a tendency to mood swings. 

Present Illness—Analysis was begun following an acute homosexual panic 
when he became tense, depressed, and anxious. After two years he became 
fairly well adjusted but following the death of a parent he again became 
anxious, sought further analysis, and after several months of it made a 
suicidal attempt. He eventually recovered from his agitated, depressed state 
and is now well adjusted. 

Comments.—Again we seem to have a compromised personality in which 
a mood reaction developed under stress, even though analysis seemed to 
develop good intellectual insight. 


Case 9.—Diagnosis: Dementia precox (schizophrenia) catatonic type. 

A woman over 20, under analysis for several months, was admitted to 
the hospital after cutting her wrists. 

Family History—Mother had a severe neurosis ; two maternal uncles were 
psychotic. 

Personal History—An only child, who early in life showed marked insta- 
bility of mood with sadistic tendencies. Her father died when she was small, 
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her mother a few years later, and she was brought up by nurses. She was 
intelligent, a fair mixer, but unsophisticated, somewhat self-conscious, and 
preferred girls’ company to boys’. 

Present Illness —After a year in college she began to have periods of 
fatigue, gastro-intestinal upsets, and marked irritability. She developed an 
obsessive desire for sweets but there were days when she would eat nothing 
at all; then for a few days she would eat ravenously. She left college, 
started to drink, saw several physicians, and finally began an analysis. 
During the analysis she recognized her bisexual conflict intellectually; she 
resented being a girl and became promiscuous without any emotional response. 
In the hospital she had states of excitement when she was destructive, 
screamed, often tried to injure herself, developed feelings of unreality, heard 
her dead mother calling, and refused to eat or care for herself. At intervals 
she would be composed but sullen. Eventually she improved, and stated that 
she had never been able to love anyone, that no one ever loved her, and that 
she thought suicide was the only way out of her troubles. 

Comments.—This patient easily intellectualized the dynamics of her illness. 
It was evident that what at first suggested neurotic symptoms became, during 
the course of her analysis, more closely merged with schizophrenia disso- 
ciations. 


Case 10.—Diagnosis: Dementia precox (paranoid type). 

A married woman over 25, recently separated from her husband, was ad- 
mitted to the hospital in a confused hallucinated state. 

Family History—Mother had a neurosis; a maternal aunt committed 
suicide. 

Personal History.—The patient was the oldest of several siblings and had 
a rather rigid upbringing. She graduated from college, married, and had a 
child. She was considered sensitive, stubborn, and undemonstrative; had a 
good intellect. 

Previous and Present Illnesses—Her child died suddenly. She became 
sleepless, depressed, and cried: “I can never be happy again.” She felt 
inadequate and helpless, and said she could not endure living. She gradually 
recovered from this depression but a year later began analysis. After six 
months she became so depressed that she stopped, resuming the analysis later 
and continuing for seven months. Later she became hallucinated, spoke of a 
plot against her, and of committing suicide. In the hospital she claimed that 
her father made improper advances to her, that electric currents ran through 
her body from her bed, that someone was trying to make her into another 
person and make her “do something terrible.” Within a few weeks she 
improved. Regarding her analysis she said: “I was falling in love with my 
analyst. The pain was terrific. It was something like the birth of my child— 
an agony both physical and emotional. I had to enjoy it to stand it. I could 
not sublimate my feelings.” (Why stop analysis?) “My unconscious began 
to come out so very quickly. It was against ideals I had taken over from 
about five different people. My emotions were just too much for me. It 
was like getting into another patient’s mind—it just happened.” 
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Comments.—This patient had a depression following the death of her baby 
The natural course of this would have been recovery. Analysis resulted in 
distortion of reality and brought out infantile material which the patient 
could handle intellectually but not emotionally. Projection and dissociation 
developed. With the interruption of the analysis improvement occurred; with 
its continuation more serious symptoms developed 


Case 11.—Diagnosis: Dementia precox (schizophrenia), paranoid type. 
A married woman over 30 was admitted to the hospital in a paranoid panic 
state with suicidal tendencies, complaining of psychic control by her former 
analyst. 

Family History.—Negative as far as ascertained. 

Personal History.—The youngest of several siblings, she graduated from 
high school at the top of her class. She was always serious, active, and a 
leader ; married but: had no children. 

Present Illness—Shortly after marriage she began to have depressed spells, 
particularly at her menstrual periods. During the next year or so she con- 
sulted various physicians and was treated by glandular medications, various 
types of exercises, advised to have a baby, to see a psychiatrist, and to take 
up Christian Science. She complained of headaches when she began an 
analysis. This continued twice a week for six months when she stopped 
without benefit, and returned to glandular therapy. Eventually she began to 
speak of her throat being clogged, had some anxiety, and spoke of being 
disgusted with life. A year before admission she began an analysis with a 
second analyst, and within two months was cheerful, witty, and had a strong 
erotic drive. Four months after this analysis was begun the patient became 
pregnant, and was soon tense and complaining of choking sensations. She 
said that the analyst was exerting psychic powers over her and her husband. 
The obstetrician advised discontinuing the analysis. However there was some 
improvement and it was continued until four months before her confinement. 
The baby died the following day and the patient’s paranoid trends became 
more intense. Her talk centered about her love for the analyst, and her 
belief that he had hypnotized her. Various somatic delusions were present. 
She eventually improved without insight. 

Comments.—A woman with an open personality which showed changes 
soon after marriage. Depression, hypochondriasis, and feelings of inade- 
quacy were prominent. After treatment by various physicians she began an 
analysis, gave it up, but resumed it later. Becoming pregnant while believ- 
ing that the analyst hac psychic power over her, her trends centered about 
him and paranoid ideas carried over into her environment. 


Case 12.—Diagnosis: Dementia precox (paranoid type). 

A young man was admitted to the hospital in a state of excitement, hallu- 
cinating and paranoid. 

Family History—Father and a paternal cousin were psychotic. Five pa- 
ternal collaterals had neuroses. 
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Personal History.—One of several siblings, the patient graduated from 
college where he was active, athletic, and showed no interest in girls. 

Present Illness—He “got a vision of making over his life” and began 
to feel that “only those who have been analyzed know what it is all about.” 
He had analysis for “a good many months,” then suffered a “breakdown” 
believing that people were following him and wanting to kill him. After 
a summer in the country he improved, returned to the city and had several 
months’ further analysis, when the analyst left on vacation, terminating the 
treatment. For the next two years the patient’s talk and behavior were 
varied. Following the marriage of a friend ideas of reference became more 
pronounced. He began to say that he had changed, insisted that the analyst 
had taken his (patient’s) sexual power for his own use, and became excited 
and threatening. In the hospital there was much scattered talk with con- 
siderable psychoanalytic references. (How feel?) “I’m confused as to who 
my father is—and my mother—and my sister. (Fears?) “I think fears have 
arisen out of my confusion over relationships. There’s a fear of my father 
but it’s really a fear of my mother. I guess the old psychoanalytic concept 
of the vagina with teeth in disguised form. I used to fear men—and it’s my 
father—well, no, it’s not him—it’s really the dominant mother in father— 
that’s what’s going on in the whole world—it caused all this confusion and 
misunderstanding all around.” The patient was discharged, improved, after 
several months, but was without insight when he left the hospital. 

Comments.—After some months of analysis this patient developed projec- 
tions and probably hallucinations. Improvement occurred when the analysis 
was interrupted. Further analysis brought about intellectual insight, but its 
transference expressed itself in a psychotic manner and he eventually showed 
a dementia precox reaction. 


Case 13.—Diagnosis: Psychosis with psychopathic personality; depression. 

A married woman was admitted to the hospital in a depressed, cynical 
state following a third attempt at suicide with drugs. 

Family History.—Father committed suicide after several attempts. Mother 
psychotic; paternal uncle psychotic ; one sister had a psychopathic personality. 

Personal History.—The oldest of several siblings she had a college educa- 
tion. She was inclined to mood changes, sensitive, selfish, stubborn, wilful, 
with a strong sex drive, and no sustained interests. 

Present Illness—She began an analysis a year before admission, after 
leaving her husband and making her first attempt at suicide. After a few 
weeks she discontinued the analysis and began to drink. Some months 
later she made another suicidal attempt and resumed analysis for several 
months when she went to the country. Three months later she made a third 
suicidal attempt. Anxiety attacks subsided while in the hospital. 

Comments.—A typical psychopathic personality, impulsive, easily depressed, 
and often angry and vindictive. If her suicidal desires had not followed 
a definite pattern (drugs) she would have undoubtedly killed herself during 
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analysis. She had severe negative reactions, drank, and twice refused to con- 
tinue. Nevertheless she gained some insight, although in the attack which 
brought her to the hospital she talked much of homosexuality, which she 
claimed she knew nothing about until she was analyzed. 


Case 14.—Diagnosis: Psychosis with psychopathic personality; pathologi- 
cal emotionality ; depression. 

A woman over 35 was admitted to the hospital in a tearful panic state 
following two months’ analysis. 

Family History—Father psychopathic and alcoholic. Several paternal 
aunts and one paternal cousin psychotic. 

Personal History.—The older of two siblings she had a high school edu- 
cation. She was described as erratic, impulsive, sensitive, stubborn, quarrel- 
some, and unstable emotionally. 

Previous and Present Illnesses—Three years before admission she was 
depressed, attempted suicide, and was hospitalized for several months. Two 
months before admission she began an analysis because “I felt maladjusted.” 
“It upset me but it helped me.” She stopped the analysis “because I fell in 
love with him; I was afraid to go back.” In the hospital she improved. 

Comments.—This patient’s conflicts were intensified by her analysis. 


Case 15.—Diagnosis: Psychoneurosis (mixed type). 

A man was admitted to the hospital in a depressed, anxious state. He was 
sleepless, hypochondriacal, and afraid of losing his mind. 

Family History.—Maternal grandmother was psychotic; a maternal aunt 
and a sister had neuroses. 

Personal History.—The second of four siblings he graduated from college; 
was sensitive, irritable, easily worried, depressed by failure and exhilarated 
by success. 

Present Illness —Six months before admission he was tired and depressed, 
worried about sexual potency, and was treated by several genito-urinary 
surgeons. There was considerable urethral burning and other related feel- 
ings. He started analysis and soon developed many fears including fear 
of subways, of killing his father, of being alone, and of losing his mind. 
There was some suicidal preoccupation but he said: “I’m too narcissistic to 
do anything.” After his admission to the hospital it was learned that he had 
been subject to mood changes for years. Recovery eventually occurred, with 
good insight. 

Comments.—Analysis while this patient was depressed increased his ten- 
sions. Fears, not present previously, developed. Suicidal preoccupation and 
agitation resulted in his hospitalization. 


Case 16.—Diagnosis: Psychoneurosis (depression and anxiety). 

A married woman was admitted to the hospital with hypochondriacal 
feelings, fear of insanity, and of injuring herself 

Family History.—Father had a neurosis. 
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Personal History—An only child, she graduated from college, married, 
but had no children. She was sensitive, meticulous, easily worried, and 
began drinking after marriage. 

Present and Previous Illnesses—At 26 she feared insanity for several 
weeks, felt anxious, hopeless, and depressed; later she improved. When these 
symptoms returned some years later she began an analysis which lasted over 
one and a half years. After the first few months she improved considerably, 
but thereafter there was no change. Following a vacation she wanted to 
return for more analysis but was referred to another analyst. Her previous 
symptoms of depression, fears, burning sensations, and suicidal preoccupa- 
tion with pressure in head then returned. 

Comments.—This patient received treatment which did not seem to have 
resolved any of her problems. She took considerable alcohol after the 
analysis was interrupted. Her fears, including strong impulses to jump 
under cars or subway trains, became intensified. She improved in the 
hospital. 


Case 17.—Diagnosis: Psychoneurosis (depression and anxiety). 

A married woman was admitted to the hospital in a depressed state 
with fear of meeting people, head sensations, and recurrent suicidal 
preoccupations. 

Family History —Father unstable, brutal; “had a terrific temper.” 

Personal History.—The sixth of several siblings she had a partial high 
school education; she was always moody, sensitive, timid, and over-conscien- 
tious. She was twice married, the second time to a man several years her 
junior. 

Present Illness—Began several years before admission with sudden feel- 
ings of weakness and head sensations, two weeks before she married. Vari- 
ous physical sensations have occurred since. She had three years of analysis 
with little change in her condition. She said, “I understand my problem but 
I cannot handle my emotions.” 

Comments—The long duration of a neurotic state with environmental 
factors made analysis of little value. 


The group consisted of 13 women and four men, whose average 
age was 34 years. Ten were Protestants, six were Hebrews, and 
one was a Roman Catholic. Nine of the patients were married, 
three were separated, and the others were single. Twelve were 
professional people, or the wives of professional people. Nine had 
a college or partial college education, while seven had a high school 
education or its equivalent in special schools, indicating that as a 
group the patients were above average intellectually—an important 
factor in psychoanalytic therapy. 

The reasons given for beginning analysis in the individual cases 
were many and varied. These are detailed below, with some 
comments in selected patients as to the course of the illness. 
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Case 1.—Retarded and depressed following death of 
mother ; several attempts at analysis intensified depression ; 
intervals of well-being ; later showed manic-depressive swings 
of mood ; some years later a long analysis with some lessening 


of depressed phases; eventually developed another severe 
depression. 

Case 2.—Hospitalized several times for alcoholism and 
mood swings; saw many physicians; analysis partly experi- 
mental ; patient wanted to overcome feelings of inferiority as 
well as alcoholism. 

Case 3.—Depressed following marriage; improved after 
five months’ analysis ; this period of improvement represented 
only a transitional stage and a typical hypomanic state fol- 
lowed ; thereafter a persistent circular reaction continued for 
six years ; began a second analysis while depressed ; an elation 
developed ; patient became extravagant and vindictive; in- S 
sisted she was in love with her analyst ; wanted to divorce her 


husband and marry the physician; family insisted upon = 
hospitalization. nun 

Case 4.—Felt inadequate; often irritable and moody; thre 
wanted to be more progressive in business ; urged by wife to bec: 
accept analysis. 

Case 5.—Recurrent depressions ; suicidal thoughts ; physical and 
complaints and considerable compulsive thinking. stuc 

Case 6.—Depression, sleeplessness ; fear of insanity. pos 

Case 7.—Crying spells, various fears; marked feelings of : 
inadequacy, much of which related to physical and mental sev 
stress of environmental nature; probably psychotic when ana 
analysis began. siot 

Case 8.—Panic reaction; depression with marked anxiety ana 
and sense of guilt ; homosexual problems. one 

Case 9.—Fears ; bodily preoccupations ; thoughts of suicide ; : 
irresponsible behavior for several years. bri 


Case 10.—First analysis for depression following death of 
baby ; the second because husband was being treated analyti- 
cally and had begun to lose interest in her ; after several inter- 
ruptions started a third analysis to obtain “potency”’ to attract 
husband again. 
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Case 11.—Depressions at menstrual periods ; hypochondri- 
asis ; to improve marital life with husband who was inadequate 
sexually. 

Case 12.—To “make his life over’; had a marked intel- 
lectual interest ; some homosexual problems. 

Case 13.—Depression following separation from husband 
and her first suicidal attempt. 

Case 14.—Felt inadequate; quarrelsome and emotionally 
unstable. 

Case 15.—Sexual impotence; hypochondriasis ; depression. 

Case 16.—Return of a depression from which had recovered 
10 years previously; anxious, feared insanity; pain in head 
and other hypochondriacal symptoms. 

Case 17.—Prolonged hypochondriasis and marital dis- 
content. 


Summarizing these data some common reactions may be noted. 
Twelve patients complained of depression, five had associated 
anxieties and fears, five had conscious sex problems, and an equal 
number were hypochondriacal. Four spoke of feeling inadequate, 
three had suicidal thoughts and tendencies, while one was analyzed 
because of alcoholism. Reviewed collectively these symptoms sug- 
gest severe neuroses, but a differential diagnosis between a neurosis 
and a psychosis is frequently difficult, and considerable time and 
study of the patient’s life history is often needed before this 1s 
possible. 

Seven of the patients had had periods of analysis from two to 
seven years before admission. Five of these had had a second 
analysis, or were being analyzed again at the time of their admis- 
sion. Nine of the 17 patients were admitted direct from their 
analyses, while the others had discontinued analytic treatment from 
one to four months before admission (see Table I). 

The immediate reasons for hospitalization may be tabulated 
briefly. 


Case 1—Depression with suicidal thoughts. 
Case 2.—Excited and irresponsible. 

Case 3.—Excited and irresponsible. 

Case 4.—Excited and paranoid. 

Case 5.—Depression with suicidal desires. 
Case 6.—Depression with suicidal desires. 
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Case 7.—Agitated depression with severe suicidal drive. 

Case 8§—Suicidal attempt. 

Case 9.—Suicidal attempt. 

Case 10.—Excited, fearful, confused. 

Case 11.—Excited, fearful, paranoid. 

Case 12.—Excited, fearful, paranoid 

Case 13.—Suicidal attempt. 

Case 14.—Depressed, fearful, wished to die. 

Case 15.—Depressed, apprehensive, wished to die. 

Case 16.—Depressed, hypochondriacal, suicidal thoughts. 

Case 17.—Depression, with suicidal desires. 

History OF PATIENTS’ ANALYSES. 
Case Previous analyses ysis 
I. 2 mos. plus several times (10 years 3 years plus 6 years 
before. 
3. 5 mos. (6 years before)......... .. 5 months None 
10 months I month 
5. 16 mos. (5 years before . None 4 years plus 
6. g mos. (11 years before)........... None 10 years plus 
8. 2 years plus (2 years before)....... 7 months None 
... 6 months None 
8 months (with None 
interruptions 

11. 6 mos. (4 years before)..... .. § months plus 4 months 
12. 8 mos. plus (5 years before)... 6 months plus 2 years 
2 months plus None 
..... 18 months 3 months 


In grouping these causes it will be noted that eight patients had 
a depressive reaction with suicidal thoughts, and six others were 
excited, three of these having associated paranoid trends. Three 
had made a definite attempt at suicide. In other words, every patient 
had a mood or conduct disorder, while 11 of the 17 patients had 
suicidal tendencies requiring practical consideration. 
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After admission to the hospital studies to evaluate the individual 
patient’s illness included a detailed investigation of the family and 
personal history, personality traits, the environmental factors and 
the precipitating causes. The study of the medical history and 
physical status was just as important. Leads as to the dynamics 
of the illness were gradually developed and eventually one had 
an organized clinical pattern of the disease process. 

To digress a moment at this point it might be well to emphasize 
that the experienced clinician, optimistic or otherwise, does not 
lose sight of the fact that every mental disorder has an inevitable 
course. He may lessen its intensity, limit complications, and by 
modifying some of the symptoms shorten the course of the illness, 
but all this must be related closely to the patient’s inherent and 
acquired resources. It is the study of these resources, with an 
understanding of the psychobiological integrations present, that 
provides the psychiatrist with the working material for use in his 
therapeutic approach to the patient. 

In this particular group of patients reference to the family his- 
tories alone is thought-provoking and of unusual interest. Two 
cases had apparently negative histories. However, in tabulating 
specific psychopathology in the families of the others, we found 
for the group a total of 20 psychoses, 15 neuroses, six psychopathic 
personalities and six suicides. With the exception of two grand- 
parents, the disorders were in the patients’ generations, or in the 
preceding generations. The significance of these findings is an 
open question. 

If we now refer to the statistical diagnoses of the cases the 
seriousness of the patients’ problems becomes manifest. Eight 
patients had a manic-depressive psychosis; of these one was a 
manic reaction, two were depressed, two had mixed reactions, and 
three had characteristic circular or cyclothymic disorders. Four 
patients had dementia preecox (schizophrenia) three of the para- 
noid type, the fourth a catatonic excitement. Two had depressions 
upon a psychopathic personality background, and three others were 
classified as psychoneuroses (see Table II). 


COMMENT. 


A review of this nature raises several questions of practical 
importance. One might ask immediately why the analyst accepts 
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this type of patient for treatment. In the majority of the cases 
studied the initial reaction appeared to be a depression associated 
with some fear, feelings of inadequacy, more or less introspection, 
and mild hypochondriasis. Considered alone such a picture would 
suggest a neurosis. However, depressions are common to a variety 
of psychopathological states, and a close examination of the life 
history of most of our patients would have revealed the latent 
potentials of a psychotic condition or an actual psychotic reaction. 
Cyclothymic tendencies, schizoid elements, and strong narcissistic 
organizations of the personality were often present. Certain pa- 
tients had established neurotic compromises in their adjustments 
which, when threatened by reality factors in their environment, 
wavered temporarily. Perhaps these reactions could have been 
accepted at their face value rather than distorted further by analysis. 
For instance, one patient who was always nervous and worrisome, 
became depressed following the death of her mother ; a second felt 
“there was nothing to live for” following the death of her baby ; 
a third, always wanting independence, was unduly worried about 
her job versus her domestic responsibilities. These patients usually 
recover but when analysis brings into focus unconscious death 
wishes and hatred concealed by the depressive affect this type of 
case does not tolerate such enlightenment. The depression becomes 
more intense or projection begins. Other unconscious conflicts 
are treated with the same intolerance, and what might be called 
an escape reaction becomes a psychosis. 

One might ask, therefore, because each patient had more or 
less analysis, if the end result in this group of cases (7. e., the 
psychosis) was a reaction to psychoanalysis? We do not believe 
so: certainly the fundamental symptoms of dementia praecox and 
manic-depressive psychoses occur frequently in other settings. We 
do not know the actual cause of these diseases, although a psycho- 
logical conception of the moods and trend helps us to understand 
what the patient is doing and thinking about, even though the part 
played by the constitution and the family tendencies **-** remains 
doubtful and uncertain. It is a fact, whether incidental or not, 
that these patients appear to have a more compromised heredity than 
an average unselected group of neurotic patients. 

Whether analysis precipitated a latent psychosis or changed a 
benign reaction into a malignant one, however, could be a contro- 
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versial question. One patient in her first attack seemed to have a 
simple reactive depression. Analysis appeared to intensify ler 
suffering, and when it was interrupted after several weeks she 
appeared to recover spontaneously. A year or so later, when marital 
troubles developed, she again tried analysis. After seven months 
she began to have an imaginary lover, heard voices, and experienced 
feelings of electricity throughout her body. Another patient, after 
seeing several physicians who treated her hypochondriasis with 
glandular preparations, tried Christian Science and was finally 
advised to leave her ineffectual husband. Instead of doing this she 
began an analysis and several months later insisted that the analyst 
had psychic control of her instinctive life, and accused him of 
personal indiscretions. A third patient, physically depleted, anxious 
and worried over a sick son, began her analysis by commuting to 
the physician’s office an hour’s journey from her home. This fol- 
lowed a full day of teaching, as well as managing her domestic 
responsibilities. She said: ‘It seemed as if I were never home 
to see my son any more!” After a few weeks of analysis she 
talked of being the most sinful woman in the world, felt that she 
had brought catastrophe to everyone, and insisted that she had 
killed her parents, husband, and son. She said: “I always knew 
I hated my parents—it came out in the analysis—it goes back to 
my childhood—now my sins have destroyed the world.” Several 
other patients had acute excitements and panic-like reactions which 
ended their analysis rather quickly as underlying conflicts came to 
the surface. 

Why do such adverse reactions occur in these patients? The 
study of the cases after admission indicated that the personality 
was unable to accept and resolve unconscious instinctive and nega- 
tive drives. As already noted the patients in this group were well- 
educated and above average intellectually. Likewise the majority 
of them had strong narcissistic tendencies. These latter character 
traits prevented satisfactory objective relationships.*: 18-15 29 28-26 
The analyst, therefore, had to work with an inadequate trans- 
ference phenomenon. What appeared to take place was a more 
or less intellectualization of the patient’s unconscious conflicts, but 
affective integration lagged, or was not recognized as important 
in the treatment.*” Instead of gaining tolerance and acquiring in- 
sight into the nature and importance of sublimation, for instance, 
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the patient would begin to rationalize and project. Intellectual 
insight often developed rapidly but emotional correlations might 
be lacking entirely. If a patient of this type has other indications 
of a psychotic response, serious trouble ensues. 


CONCLUSIONS. 

A review of 17 patients, admitted to a psychiatric hospital who 
had been treated by psychoanalysis previously or were under 
analytic treatment at the time of admission, disclosed the fact 
that the majority of the cases had frank psychotic states. The 
complete histories of the patients indicated that analysis had not 
been of any particular value in modifying the course of the disorder 
and in a selected number, particularly where a neurosis was 
prodromal to the underlying psychosis, acute episodes initiated by 
the analytic situation seemed to precipitate a definite psychosis. 

Analysis of cyclothymic cases must still be regarded as experi- 
mental therapy, and the physician should not be too optimistic as 
to prognosis. If analysis is attempted in these cases it would 
seem advisable that the therapy be instituted in a psychiatric 
hospital.** #8. The practical management of depressive and 
suicidal trends and the control of the extravagant, irresponsible, 
and often promiscuous tendencies would enhance rather than 
hinder analytic therapy. Analysis of potential schizophrenic or 
schizoid individuals would also seem precarious outside of a 
hospital. The free associations and fantasy life without emotional 
integrations tend greatly to lead this type of patient away from 
reality once he resigns himself to the treatment couch in the doctor’s 
office.** Manic-depressive and schizophrenia psychoses are not 
regarded as psychological entities. These are diffuse reactions ; 
the moods and trends may be explained psychologically, but intel- 
lectual insight does not cure them.’® **-*° There is something in 
their total integration—call it biological if you wish—that cannot 
be manipulated. Only the neurotic components are accessible and 
these may be mobilized and resolved by extreme care and cautious 
management. 

The psychopathic personality types and the neuroses coming to 
a hospital have usually created dramatic situations, or have used 
suicide as a threat to punish the physician. Rebellious, depressed 
states often cannot be controlled but the patients, developing these 
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reactions to the point of needing hospital care, are closer to a 
psychosis than the average neurotic case. 

Two patients were being analyzed by the same physician who 
was analyzing their marital partners. How the analyst managed 
the transference problem of being faithful alone to one individual, 
while treating both, became a practical question complicating the 
course of the analysis of one of the patients. In a number of other 
cases the analysts’ vacations seemed to result in acute disturbances 
related to feelings of insecurity, jealousies, and misinterpretations 
of the purpose of these necessary interruptions. Problems of “act- 
ing out” beyond the analytic hours likewise created practical 
difficulties, and one of the complaints frequently expressed by 
relatives of these patients was that moral codes and proper inhibi- 
tions had been disrupted by the analysis. Explanations to the 
family that psychotic patients are unable to consciously conform 
to the usual social patterns were brushed aside by reference to 
the patients’ behavior being otherwise before analytic treatment 
began. 

In conclusion may we suggest caution in accepting patients 
for psychoanalysis. Doubtful cases, particularly, should have a 
thorough psychiatric study before an analysis is begun. As a 
matter of fact, this is a common practice among many analysts. 
It is our opinion, however, that pre-psychotic and psychotic states 
should be analyzed in an institution, where the experimental nature 
of the treatment will be emphasized and the patient’s daily life 
regulated accordingly. Analytic treatment of such patients outside 
of a hospital may lead, not only to embarrassment for the physician, 
but unwarranted criticism of psychoanalysis as a whole. 
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DISCUSSION. 

Dr. THomas M. Frencu (Chicago, Ill.).—I find this paper somewhat 
difficult to discuss not because the topic is not an interesting one and a 
very valuable one, but rather because I feel that the authors have attempted 
to do in 20 minutes, 20 minutes being the time that they are allowed here 
in this meeting, to do something that really would take hours to do. 

I would say to review properly a case in order to determine why com- 
plications had arisen in the course of an analytic procedure, to review one 
case would require perhaps a couple of hours in order to come to a proper 
conclusion about it. To try to review 17 in 20 minutes, it seems to me is 
attempting the impossible and, consequently, I feel it has been very difficult 
for the authors to do justice to their topic. 

Now let me make a few remarks about some of the difficulties in dealing 
too briefly with this topic. There is nothing, of course, more valuable for 
one engaged in any type of therapy than to review unsuccessful or com- 
plicated reactions to the therapy. But let me make an analogy; suppose the 
problem were to review the results of surgery, not the results of a particular 
surgical procedure and a particular set of circumstances, but to make a 
generalized attempt to review why do surgical cases turn out badly. Obvi- 
ously we have a great deal of difficulty in answering that question because 
the question is not properly put. What we want to know is under what 
particular circumstances a particular surgical procedure is indicated and 
what is the proper technic for carrying it out, just exactly how should it 
be done in this particular situation. There are all sorts of questions of 
surgical judgment, of operative procedure, and so on. Let us review briefly 
what those would be, because we can apply this analogy almost directly to 
the analytic procedure. 

First of all, we want to know did the surgeon arrive at a proper diagnosis 
before he started the treatment? Second, we want to know, supposing he 
did arrive at the proper diagnosis, was his surgical judgment good? That 
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is, it might be a case that in general would be an operative case but there 
might be complications that might have indicated surgical procedures. In the 
third place, we want to know this, supposing both of those were correct, was 
his operative technic correct? Did he do a correct operative technic or did he 
choose the correct operation? Next, we would want to know whether there 
were complicating circumstances, perhaps, that were inevitable that he had 
to take into account in making his surgical judgment and perhaps did take 
into account; possibly many complications are inevitable, have to be taken 
into account, but it is better to go ahead with the surgical procedure, run 
the risk of the dangers, than not to operate at all. Finally, we want to know 
what sort of judgment was used in the post-operative handling of the case. 

The same thing has to be asked specifically with reference to each one 
of these 17 cases if we are really going to learn anything about them, and, 
of course, in 20 minutes one can’t do that. Let us apply this analogy to the 
question of analysis. Analysis is not the same thing in every case that is 
undertaken. There are questions very definitely, one might say, that from 
day to day and every day one has to decide what is the proper procedure 
in an analytic case. One can’t say a person was analyzed. That doesn’t 
mean anything so far as trying to understand what the effect is. One wants 
to know, first of all, with what difficulties this patient came to analysis, 
what was the diagnosis, what was the psychodynamic situation, was the 
analyst justified in undertaking any kind of an analytic procedure? In some 
cases he may have been and some cases not. 

Next, suppose he was correct in starting an analysis, perhaps with some 
qualifications, did his interpretations, his analysis of the case correspond to 
a correct understanding of the case from day to day? That is a problem that 
will take alone a very long time to discuss. One would have to go over 
the analytic material carefully and one would have to know exactly what the 
analysis did and it is possible in some cases, in fact, I suppose every one of 
us analysts has made numerous mistakes in our handling of analytic cases. 
So that one has to go over that. That is an exceedingly interesting tech- 
nical problem to find out where you get complications, whether those com- 
plications could have been avoided by some other handling of the case. Per- 
haps this point is worth going into a little in detail, particularly important 
especially in cases as severe as these that Dr. Jameison and Dr. McNiel 
have described. Particularly important is the question not only of correct 
interpretation which is very important—I mean whether the interpretation 
is correct as to content—but also perhaps equally as important whether the 
interpretation was indicated at the time it was made. I should say that the 
most important point of caution in handling a case that has psychotic possi- 
bilities is to make the interpretation from the surface downwards, that that 
is a rule of great importance, and if it is followed, is one that even in very 
severe cases can protect one from otherwise unnecessary complications. In 
cases of this sort, the danger is going too deeply, making interpretations 
that the patient cannot handle emotionally at the time. He may later be able 
to handle them, but the surgical judgment of the case is a question of when 
is a patient ready for an interpretation. 
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In general, one doesn’t tell a patient that he has an CEdipus complex the 
very first thing out of the box. An interpretation like that may upset a 
patient tremendously. But if one warns a patient or reassures the patient 
that one understands, that the analyst understands that he is struggling with 
some tendencies of which he is afraid, often one can relieve instead of 
upsetting. 

Then, finally, a point that is exceedingly important is the following: Some- 
times one has to make the choice; one knows that if this patient does not 
get some radical treatment of some sort, he is doomed to a chronic condi- 
tion during his whole life. One knows also that if one attempts anything 
effective in the direction of a radical approach to his symptoms, one must 
upset him. The question of judgment compared to surgical judgment—I 
compare it to surgical judgment—is one must make an estimate. Is the 
possibility of helping him by this radical procedure great enough so that one 
wants to take the risk? A very beautiful example illustrating this point 
is a paper written some years ago by Dr. Ruth Mack Brunswick, in which 
she analyzed a patient with a delusion of jealousy, in which I think many 
analysts would not have undertaken it. During the course of the analysis— 
in the first place, she relieved the patient greatly in the beginning—there 
had the choice, which she faced very frankly, of letting the analysis stagnate 
and continue indefinitely and probably with a chance of never helping the 
patient at all, or of precipitating by certain procedures that she undertook 
a still more acute psychotic reaction than the patient already had, with the 
hope that when the patient had worked through this acute psychotic reac- 
tion, she would be very much relieved. Exactly this happened. She had what 
I would imagine must have been extremely uncomfortable days with this 
patient, but at the end of that time the patient cleared up, her psychosis com- 
pletely disappeared. 


came the point where the analysis came to a very stagnant situation. She 


Now there is an instance. If this patient had been seen, let’s say, by Dr. 
Jameison or Dr. McNiel during this acute reaction, it would have been 
classified as an unsuccessful reaction. Actually, it is one of the most strik- 
ing therapeutic successes that analysis has ever achieved. I think this is 
not unusual. I myself have had two patients who have had psychotic epi- 
sodes during the course of their analysis and who have recovered from them 
with much improvement as a result of it. So that what I would suggest is that 
a study of this sort should be much more specific, much more detailed, and in 
that case it can be extremely valuable. 


Dr. Ernst StMMEL (Los Angeles, Calif.) —I myself find it difficult to 
discuss this paper to others, but not for the same reason as Dr. French. I am 
afraid that my command of the English language is not sufficient to show in 
which way I appreciate the work of the two authors, because it is not only 
a paper but it is a report about the very important work they did. You 
can’t imagine how an European psychoanalyst fears that certain sudden 
failure of psychoanalytic treatments and he doesn’t react in that way that he 
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says psychoanalysis is wrong, but maybe the application of psychoanalysis 
was wrong or the kind, how psychoanalysis was applied in this case may 
be wrong. Then the two authors agree to find out what may be the cause 
where they appreciate psychoanalysis was not successful in these cases. I 
think that is very important to appreciate this new kind of positive, con- 
structive criticism about psychoanalytic failures. 

I think also, as Dr. Alexander has already stressed the point, it is very 
important that this work will help us to clarify the problem of indication 
of psychoanalytic treatment and psychoanalytic technic. It clarifies the prob- 
lem not only when to apply psychoanalysis but also which kind of psycho- 
analysis to apply. You remember that Freud in his first papers, I think 30 
years ago, stressed the fact that if psychoanalysis once should be applied 
to narcissistic neurosis, then the method of psychoanalysis has to be modified. 
We are still in this transitional stage to find this kind of modification for 
the application of psychoanalysis to narcissistic neurosis and psychosis. 

I have one or two little objections. I don’t agree with the statement that 
every neurosis runs its inevitable course. We know that is not true. Psy- 
choanalysis is able to change this course. As far as I remember the cases, all 
the cases were more or less narcissistic neurosis or psychosis. 

We know, as Dr. French has already mentioned, how often we have such 
strong emotional reactions during psychoanalysis. So often we have arti- 
ficial psychotic reactions during ambulant psychoanalysis and under certain 
conditions the psychoanalyst must be capable of meeting this problem, to 
rearrange or to arrange to change these psychotic reactions into neurotic 
reactions and from neurotic reactions into normal state. 

Besides this, I think it is not enough to say that if the patient has such 
reactions during a psychoanalytic procedure, it is only necessary to bring 
them into an institution where they have some kind of care under certain 
psychiatric conditions that help them to restore to health, because this neuro- 
sis runs an inevitable course anyhow. 

I think all this problem of indication was met II years ago in the attempt 
to found a psychoanalytic hospital. Alexander remembers the time in Berlin; 
we had the experience quite often that it was impossible to face the problem 
of such reactions during psychoanalysis and how often we had to avoid start- 
ing an analysis with prepsychotic stages. I think it is necessary to have an 
institution for this work and every psychoanalyst should be backed by such 
an institution and have the opportunity to refer his patients at least tempo- 
rarily to that institution. But this institution, from my experience, has the 
task in the meantime to apply to the patient some kind of a mental diet, the 
same as with a diabetic patient. He needs some special observation as to how 
far he is able to burn the sugar, and so on. So we have to consider the 
fact of how far the patient’s mental apparatus is able to bear some special 
strain or not. That means we have to build up special mental diet on 
account of our psychoanalytic concept of the patient and on account of the 
certain metaphysiological considerations. In this way we also are able some- 
times to view patients who are not curable in an institution, even in a good 
institution. 
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I remember one case where a patient came from an institution, where he 
was a schizophrenic case and he could be dismissed from the sanitarium after 
three months. Then a colleague from the state institution asked me how I 
could help the patient by psychoanalysis. I told him I helped him because 
I didn’t psychoanalyze him, I only applied some metapsychological insight 
into his case. Especially in this case was there narcissistic neurosis and 
psychosis. I did that in an attempt to heal some kind of narcissistic injuries 
of the patient by doing something with them, understanding his meaning with- 
out uncovering the unconscious mention of certain symptoms. I think that is 
as much as an institution temporarily can do with a patient. 

I agree fully with the statement that this kind of psychoanalytic treatment 
of narcissistic neurosis and psychosis is of experimental nature still and | 
think that we can learn a lot from such kinds of research that gratify our 
conception of the indication of this kind of neurosis and psychosis; but, on 
the other hand, I think not all the cases which are mentioned in the problem 
are failures due to the fact that psychoanalysis was not indicated, but I think 
it was used wrong. For instance, if a psychoanalyst treats husband and wife 
at the same time, it is a contraindication for the treatment of the wife or of 
the husband. Even I think it is impossible to clear the expert analysis so 
that the woman should have after four weeks a full insight of the unconscious 
meaning of her symptoms. I think if that is true, either the analyst doesn’t 
apply analysis, or the patient was a schizophrenic. Every schizophrenic most 
of the time knows in the first hour everything—everything that the analyst 
didn’t know to tell him, because, as we know, in the schizophrenic state 
the wall of resistance is very weak the first hour in which we allow the 
patient to go on freely associating. At the end of the hour, he knows he 
will kill his father without the analyst interpreting anything. 


Dr. Kart. A. MENNINGER (Topeka, Kans.).—I rise to discuss this paper 
because I know how honest and fair-minded Dr. Jameison and Dr. McNiel 
are, and I know that they have the best intentions in presenting this paper 
consciously, consciously with the best of intentions, but I think I strongly 
agree with Dr. French that I am not sure they don’t do not only them- 
selves but psychoanalysis a little injustice by too much condemnation on the 
one hand and by the ambiguous title. I must call your attention to the fact 
that a reaction cannot be either successful or unsuccessful. A reaction is 
never capable of being described by success or lack of success. That im- 
plies a question of judgment, the question of trying to evaluate the thing 
in terms of one’s own standards. So while the authors are very scientific in 
not saying the reactions were in spite of psychoanalytic therapy or because of 
psychoanalytic therapy, they say only with psychoanalytic therapy. I think 
they do show a certain ambivalence against analysis at this point which they 
should correct. No one has a right to say a reaction is an unsuccessful one; 
one can only describe what it was. One can say psychotic reactions with 
psychoanalytic therapy. Then they would not at least betray any bias; I 
won’t say they wouldn’t have any. I know both of these men. I know how 
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honest and fair-minded they are. I point out how unintentionally this error 
creeps into the title. 

I have two points to make that really bear on this. A psychotic reaction 
is not necessarily evil, as Dr. French pointed out. A psychotic reaction is not 
always even thinking of the patient’s life as a whole, not the unsuccessful 
episode. It frequently is a most successful thing in the patient’s life. It fre- 
quently is the means, the device that serves to save him from a more com- 
plete kind of destruction, either suicide or death. Not infrequently patients 
go through psychotic episodes, as every psychiatrist knows, irrespective of 
analysis, and are afterwards better than they were before, happier people, 
better adjusted people. We sometimes say that is because they learn so 
much from us in the hospital and so forth, but how much of that is true and 
how much is because of changes in them, we don’t know yet. 

Another point, several times in the paper the psychosis was referred to 
as an end result. Psychosis is not always an end result. It seems unfair 
perhaps to keep repeating this point. Dr. French made it in his extraordi- 
narily good discussion. I think it is very important not to take the attitude 
that if one is psychotic, that then all is lost. That is the old idea that non- 
psychiatrists have about psychoses. Psychoses may be a blessing, even to the 
patient. They are often very much of a curse to the doctor, who is trying 
to treat the patient. However, on that point, for some time, as you know, 
we have been interested in the analysis of patients who should be analyzed, 
we thought, only while institutionalized and we have tried to make the 
whole milieu of the hospital psychoanalytically oriented. 

Now the result is that numerous colleagues have sent patients whom 
they thought should have psychoanalysis there and not outside. We had 
Dr. Simmel’s counsel and wonderful advice in this respect and tried to 
follow it. I was thinking as this paper was read of the following fact, which 
I can state very simply, I cannot remember of any case who was analyzed in 
the institution, even though they were prepsychotic or psychotic who became 
worse. I can remember numerous examples of patients whom we thought 
were well enough to analyze outside the institutions who developed serious 
psychotic reactions. Therefore, I would agree with what Dr. French said 
and what Dr. Simmel said, I think we must decide which cases should be 
analyzed outside. I think we ourselves have made serious mistakes. I don’t 
know whether others have or not. I know the mistakes that have been 
made have always been on the side of trying to analyze people outside of 
an institution. Some way the institution does the thing of assuring the 
patient of some protection against his own aggressions by just the very 
fact that he is in an institution, which I think has a modifying effect on the 
development of psychosis. 


Dr. CLARENCE P. OsernporrF (New York, N. Y.).—When Dr. Jameison 
proposed this paper in this section, he was extremely diffident about the 
advisability of it and there was considerable talking, discussion as to what 
the title should be. Originally it was, I think, “unsatisfactory,” rather than 
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“unsuccessful” results of psychoanalytic treatment. Dr. Jameison and Dr. 
McNiel have brought up the question of diagnosis in the first place. Now, 
it is rather difficult at times and depends very much upon the attitude of 
the doctor whether he calls a certain case psychotic or neurotic. It is quite 
true, I think, that the best of analysts have had patients who during the 
course of the treatment have become certainly psychotic in the sense that 
they were no longer amenable to psychoanalytic treatment in the ordinary 
sense. 

The question of diagnosis and the admissibility of patients for analytic treat- 
ment I have always attempted to determine by three factors in general. The 
first is the clarity of the persistence of insight and that, of course, would 
include mood changes because if a patient’s mood becomes very depressed or 
too exalted, there is no longer proper insight. 

The second point is the possibility of establishing transference and the 
continuity and definite transference. Without a certain amount of transfer- 
ence, we cannot proceed analytically. 

The third is the degree and intensity of the reality. All of these factors 
vary in every case. Certain cases begun in good faith before very long 
begin to show a lack of insight which one cannot predict when one first 
begins analysis. Occasionally analysis is broken off; but it has been my 
experience to have patients go through typical psychotic episodes in the form 
of manias, paranoid ideas, acute depressions, and be treated outside of mental 
hospitals in their homes while in analytic treatment. I think that the bad 
results, as Dr. Jameison and Dr. McNiel acknowledge, are often not due 
to the treatment but because the patient has come to a certain point where 
the depression or the mania breaks through in spite of what has been done. 
The treatment of schizoid personality and schizophrenia outside of the 
hospital is also perfectly permissible. 

I think from Dr. Jameison’s and Dr. McNiel’s angle, seeing the cases 
brought in makes them feel that it is desirable to treat them inside, but 
there have been many cases treated over a long period of time. 


Dr. Epwin E. McNiet (Closing).—I want to thank the discussants for 
what they have said. I think that for the most part I agree whole-heartedly 
with almost everything that has been said, and on some minor points, if we 
had had an opportunity to dilate on them, we would find ourselves in 
agreement. 

Regarding some of Dr. French’s questions about what we would want to 
know about our surgicai patient, I may say that although the material is not 
in the paper, these cases were studied very carefully. In practically every 
instance, long conferences were held with the psychoanalyst. We do have 
a pretty good understanding of what went on; as Dr. French said, you just 
can’t put all that in 20 minutes. As I said in the very beginning, we make no 
gesture at all in terms of criticism of psychoanalysis, because we are both 
very much in favor of psychoanalysis and psychoanalytic principles. We are 
reporting some facts of our experience for whatever they may be worth to 
psychoanalysts. 
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HOSTILITY IN CASES OF ESSENTIAL 
HY PERTENSION.* 


By LEON J. SAUL, M.D., 


Institute for Psychoanalysis, Chicago. 


That emotions can play a role in certain cases of essential hyper- 
tension has been established by numerous observers,’ but what 
emotions are involved, what role they play, and whether or not 
they are of etiological importance for the essential hypertension 
are questions which are as yet unanswered. Anger is the emotion 
connected by the laity with high blood pressure, an impression 
which is confirmed by scientific investigation.?, This communica- 
tion aims only to describe the common factors in the psychology, 
as revealed by psychoanalysis, of two men and two women who 
had essential hypertension which ranged from 140 to 200 systolic 
over 80 to 130 diastolic. Psychoanalytic material was also avail- 
able on three other patients with tensions ranging from 120 to 
140 systolic over 75 to 100 diastolic. 

The Conflict Situation —The central conflict situation was strik- 
ingly similar in the four cases. This conflict situation is a com- 
mon one and its distinguishing features in these cases lay in its 
status and the way in which it was handled. In brief this con- 
flict situation consisted of: (1) A masochistic submissive and an 
oral dependent attitude toward a dominating mother (who was 


* Read at the ninety-fourth annual meeting of The American Psychiatric 
Association, San Francisco, Calif., June 6-10, 1938. 

1 Dunbar, H. Flanders: Emotions and Bodily Changes. New York, 
Columbia University Press, 1935. 

2 Alexander, Franz: Emotional Factors in Essential Hypertension: Read 
before the Chicago Psychoanalytic Society, November 20, 1937. 

Menninger, Karl: Emotional Factors in Hypertension; Bulletin of the 
N. Y. Academy of Medicine, 14: 198-211, April, 1938. 

Saul, Leon J.: Institute for Psychoanalysis—Five Year Report—1932-37. 
“Wolfe, T. P.: Dynamic Aspects of Cardiovascular Symptomatology ; 
Am. J. Psychiat., 91: 563-574, November, 1934. 

Dunbar, H. Flanders: Physical Mental Relationships in Illness; Am. J. 
Psychiat., 91: 541-562, November, 1934. 
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the dominating parent in relation to the patient in all these cases), 
leading to a masochistic submissive attitude to a dominating mater- 
nal superego and, homosexually, to the parent of the same sex. 
(2) Chronic, unsuccessful, unsatisfied rebellion and hostility in 
protest against this submission. The rebellion and hostility were 
conscious or near to consciousness, and not expressed directly 
because of fear of loss of love. The masochistic homosexual sub- 
missiveness was not conscious and bitter hostility opposed making 
it conscious in the analyses. There was also rage at not getting 
the desired passive oral dependent gratification. Another promi- 
nent feature was excessive fear of heterosexuality, which was to 
some extent indulged despite the anxiety. The crucial point for 
the hypertension seemed to be the hostile rebellion against the maso- 
chistic submissiveness with consequent anxiety. This is essentially 
the mechanism of paranoia, which however is seen only in the 
unconscious in these cases. These patients only dreamed of being 
attacked. The clinical data will now be presented in brief. 

Clinical Data.—Mr. A. came with a complaint of anxiety. He was in his 


forties, with a hypertension averaging 170/125, which had been increasing 


for the preceding ten years. He was one of a number of children, and 
1ad been spoiled and dominated by his mother who also dominated the 
had t spoiled 1d 

physically strong father. His mother made him work at six to contribute 
to the family who lost their money at that time, forbad sports as dangerous, 
and later forbad the patient seeing girls other than those of his own 
religious faith. She set him the ideal of wealth and forced him into marriage 

lig faith. SI t | 
against his will with a girl of her own choosing. Thus his whole life, his 


work, his religion, his marriage, came to mean submission to the mother— 


“bending the knee” as he put it. He tried in vain for many years to escape 
or rebel. Finally he actually got a divorce and tried to indulge in sexual 
promiscuity and alcoholism. He even took a girl to the Orient in an effort 
to escape his fears and be free sexually. But the anxiety was too great and 
he was forced to give up the rebellion. Apparently in an effort to escape 


the conflict with his dominating, castrative mother, this patient turned to 


his father. But although on the surface his relations with men were less 
acutely disturbing, the dependence and submissiveness toward them now 
meant latent homosexuality. Again the patient rebelled, using unconscious 
hostility as his defense. This was most clear toward his boss to whom 
again he would not “bend the knee.” Besides his hostility from rebellion 
against his dependence and submissiveness, he would rage at not getting 
the passive receptive satisfaction he demanded. This receptive gratification 
was internally blocked by his masculine narcissism and by guilt. The 
superego domination, the masochistic passive homosexual wishes, and the 
constant bitter unsuccessful rebellion, are clearly demonstrated by this 
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case. The unconscious structure is that of paranoia. In a typical dream he 
is in bed with a woman when a big man enters with a flashlight, and the 
patient tries to flee in anxiety. It is a nightmare. The big man is the 
analyst, the flashlight the analysis. The patient tries to flee from his 
(Edipal guilt and from his masochistic passive homosexual wishes toward 
the analyst. The positive CGEdipus conflict was very overt and intense in 
this case. The mother had evidently been seductive as well as dominating. 
The mother’s domination and seductiveness intensified the patient’s feelings 
of inferiority and hostility to the father, and drove him to further dependence 
upon the mother and to a passive masochistic attitude to the father. 

Time does not permit a description of the second male hypertensive, 
Mr. B. His psychological picture was almost identical with that of the 
first patient, even down to the very close similarity of many dreams. He, 
too, was reared by a dominating mother and developed a fear of her and 
a feminine submissive attitude to his father who in this case as well as the 
mother seemed to take pleasure in dominating the patient. This patient 
managed to vent his protest against his submissive wishes, especially those 
to his boss, by periodic drinking and promiscuity. This outlet was however 
unsuccessful and although his manner was most pleasant, his mental state 
was one of continuous unsatisfied rebellious hostility. 


Both male patients were masculine-looking, tried to use sexual 
promiscuity and alcoholism as outlets and showed the chronic un- 
expressed rebelliousness particularly in relation to their bosses. 
Both showed well developed positive CEdipus complexes as well 
as the negative. 

Two female patients also presented such similar psychological 
pictures that only one of them will be described here. 


Miss D., like Miss C., consciously retired in favor of her sisters. She 
was in her early twenties, quiet and sweet in manner and expression. 
Her blood pressure ranged from 150 to 180 systolic over 80 to 110 diastolic 
and was of at least three years standing. She was the breadwinner for 
the family, working to support them and to send her sisters to college. 
She spent most of her time at home in an oral relationship to the mother 
who fed and cared for her when she returned from work in the evening 
as though she were the man of the family. She had many unsatisfied dreams 
of being fed by the mother. Like the other patients, she was over-generous 
to those dependent upon her and pleasant and gentle in personality with a 
sense of duty so great that she was overworking and sacrificing her own 
life in order to contribute to the family. But she had constantly to control 
a conscious bitter rebellion against her submission to her mother, to her 
boss (a man) and to her own superego which forced her to relinquish 
pleasure, sex and independence, in favor of excessive work. This consciously 
controlled defiance of the boss was exactly like the two male patients. 


lay | 
5). 
ter- 1 
eX. 
in 
rere 
ctly 
ub- | 
ing 
ing 
mi- 
to 
for 
SO- 
lly 
the 
ing 
} 


1452 HOSTILITY IN CASES OF ESSENTIAL HYPERTENSION [May 


Controls.—It is clear that this basic conflict is a general one and 
is not peculiar to cases of essential hypertension. However, pend- 
ing further study of these and many more cases, the present ma- 
terial suggests that the status of the conflict may be peculiar to 
cases of essential hypertension. These patients submit, but they 
stifle intense hostility from rebellion which is near to conscious- 
ness. As controls, it is easy to observe patients without hyperten- 
sion who have this same conflict situation but who solve it in other 
ways. For example, one patient shunned situations in which his 
submissiveness would be stimulated, by doing free lance work, 
saying frankly that he was unable to work for a boss. He re- 
lieved unavoidable tensions by gambling in which he indulged 
with very little conflict. In other cases, the submission is accepted 
with very little protest or with some narcissistic compensation. A 
comparison has not yet been made of the psychology found in 
essential hypertension, with that found in cases of arrythmia and 
of angina without hypertension. The first impression is that the 
hostilities in the latter cases are freer, as seen in the dreams. Thus 
far, I have not found hypertension in patients who have the same 
conflict as the hypertensives but who have workable solutions for 
it. Indeed, if there is anything typical in the psychology of essential 
hypertensives, it may well be this chronic hostility due to constant 
conflict which the individual can neither solve nor escape. In the 
male patients this conflict appeared in the dreams in the form of 
the patient being caught with a woman by a man. Thus, so far 
as the control series has been examined, no essential hypertension 
has been found in cases in which (1) the submissiveness is ac- 
cepted, (2) the problem is avoided by shunning submissive situa- 
tions, (3) the rebellion finds an adequate outlet by assuming a 
form which is not too conflictful and anxiety producing for the 
individual, or, possibly (4) the hostility does not arise from this 
protest situation, but from another source, for example, direct 
oral thwarting. 

Status of the Hostilitics—This series of cases is of course too 
small to warrant any general conclusions. However, the similarity 
of the findings in these cases in contrast with the controls is sug- 
gestive that cases of essential hypertension may show a typical 
psychological picture. The role of the sexuality in the cases re- 
ported has not been worked out, though it seems to be important. 
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What is clear is the unacceptable submissive attachment to the 
parent and the attempts at escape by means of promiscuity, which 
however fail because of anxiety. Much more can be reported 
about the hostilities. Before doing so, I must state that in this 
connection, two very important questions, among many others, are 
also untouched. The first is the distinction and connection between 
the hostility and the anxiety. It may be that the hypertension is 
most closely correlated with the superego anxiety, as seen in night- 
mares of being attacked. The second has already been referred 
to. Is the essential hypertension connected with hostilities from 
any source, such as oral thwarting, depending only upon their in- 
tensity and status, or is the conflict situation found in these cases 
an essential part of the picture? 

The following was the status of the hostilities in the cases studied : 
the hostility was (1) intense and (2) chronic. However gentle 
the exterior, the analyses made it clear that these individuals were 
chronically boiling with rage.* (3) The hostility was in all these 
cases the central issue of the analysis, the pathogenetic element so 
to speak. It seemed to be primarily connected with the C£dipus 
situation rather than with the pregenital. (4) The psychological 
level of the hostility may be of importance since in all these cases 
it was close to consciousness. There is reason to suspect that the 
crucial point here is the proximity of the hostilities to motility. 
(5) The hostility was in all cases very inhibited ; in the cases with 
the higher blood pressures only the strong superego showed in 
the personalities. On the surface these individuals were non- 
hostile and even over gentle, but did not lack energy. They worked 
and succeeded while protesting against doing so. The hostility 
found no adequate outlet even in the dreams, although there was 
apt to be considerable conscious hostile fantasy. (6) Although 
inhibited the hostility in these cases was not adequately bound in 


8 One patient reported the following dream: “I heard the hissing of steam 
all around me then realized it was within myself. I became tense and 
trembling with the pressure. An elderly woman called me ‘the boss.’ But I 
said: No, that man is the boss.” In his associations the patient brought 
out his rebellion against his boss and against the analyst, and to the steam 
associated a machine trembling with the pressure of steam within. This 
pressure was his rebellious hostility against the boss and the analyst, chronic 
and unvented. 
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an organized chronic neurosis, for example, paranoia, compulsion 
neurosis, chronic alcoholism, etc. In a surprising case of Dr. Eisler, 
the hypertension disappeared when the patient developed compul- 
sion neurotic symptoms. No statement can as yet be made as to 
the therapeutic possibilities of psychoanalysis for cases of essen- 
tial hypertension. 

Summary.—This paper is a preliminary report on the psychology 
found in four clear cut cases of essential hypertension and in three 
others, all of them psychoanalyzed. The most prominent common 
feature in this small series was: domination by the mother with 
consequent dependence and submissiveness particularly to the 
parent of the same sex, and then chronic unsatisfied rebellious 
hostility as protest against this. There was also rage at frustration 
of passive receptive demands, and marked fear of heterosexuality 
which was nevertheless somewhat indulged. A control series with 
the same submissiveness conflict but no essential hypertension were 
found to handle the conflict in other ways, such as accepting or 
overcompensating for the submissiveness, or escaping it success- 
fully. This suggests that the hypertension may be connected with 
chronic hostility due to a constant conflict which the individual can 
neither escape nor solve. It is not clear whether the conflict itself 
is in any way specific. In the male cases it appeared in the dreams 
in the form of the patient being caught with a woman by a man. 
he status of the hostilities. No con- 
clusion is drawn as to whether or not the emotions are of real 


Observations are made on t 


etiological importance in causing the hypertension although the 
findings suggest that there is a rough quantitative correlation 
between the psychological situation and the hypertension. 
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DR. HINCKS RETURNS TO CANADA. 


After eight years of service as medical director of The National 
Committee for Mental Hygiene, during which time he also carried 
on his duties as general medical director of The National Com- 
mittee for Mental Hygiene (Canada), Dr. Clarence M1. Hincks has 
requested that he might be relieved of his responsibilities in the 
New York office, except as part-time field consultant, to permit him 
to devote more time to the work of The National Committee for 
Mental Hygiene in Canada. The Board of Directors of the Amer- 
ican National Committee in acceding to Dr. Hincks’ request have 
caused to be placed on record their appreciation of the splendid 
work done by Dr. Hincks during a period in many respects the most 
difficult in the history of the organization. 

In commenting upon the achievements of the retiring director 
Mental Hygiene 1939 expresses itself as follows: 

Dr. Hincks took the reins when the great depression threatened the very 
existence of the organization. In spite of it and against great odds, he not 
only conserved the organization—tiding it over a hazardous period and 
enabling it to continue its basic activities—but added considerably to its 
program of work, initiating a number of new and fundamental activities, and, 
ably assisted by Mr. H. Edmund Bullis, business manager, tapping new 
and substantial sources of financial support. More than a million dollars 
was raised and expended for the general and special activities of the 
National Committee under his régime, which saw the rise and development 
of new and powerful forces for the advancement and growth of mental 
health work. 


One of the most important activities inaugurated under Dr. 
Hincks’ régime was the five year program for the promotion of 
psychiatric teaching in medical schools, as a result of which the 
majority of the medical schools of the country have given greatly 
increased attention to this subject and the standard of psychiatric 
training has been brought into alignment with that of other major 
branches of medicine. 
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A remarkable achievement several years ago was the attracting 
of the interest of the Scottish Rite Masons, Northern Jurisdiction, 
U.S. A., to the field of research in dementia precox. The program 
of investigation made possible by grants from this fraternal body 
has been one of the most promising developments of contemporary 
psychiatry. 

In the field of general education a significant investigation was 
undertaken by the National Committee having to do with the selec- 
tion, training and mental health of teachers, teacher-pupil relation- 
ships and classroom methods. Collaterally the work in child guid- 
ance and mental hygiene in community organization has been ad- 
vanced throughout the country. 

With enlarged activities in new fields the National Committee 
under Dr. Hincks’ guidance did not neglect the objective to which 
it first dedicated itself, namely the improvement of the mental 
hospital services. To this end closer and more fruitful collabora- 
tion was established with leading national medical bodies, notably 
The American Psychiatric Association and the U. S. Public Health 
Service. “New surveys of public mental hospitals have been made 
in forty of the states, in most of which active steps have been taken 
to raise the standards of service and to bring them more into line 
with existing needs.” 

Closing a detailed appreciation of Dr. Hincks’ services as director 
of the National Committee Mental Hygiene says: 

The National Committee has gained greatly from the very exceptional 
qualities that Dr. Hincks brought to the accomplishment of his tasks, and 
feels greatly strengthened, thanks to him, as it rounds its third decade of 
work. It especially appreciated his rare capacity to make friends and to enlist 
the interest, cooperation and support of foundations and funds, of scientific 
and professional workers, of organizations and individuals, of persons in all 
walks of life with whom he pleaded the cause of mental health. Immeasurably 
he enlarged and multiplied our contacts in every direction by his effective 
spokesmanship, his earnestness, his good humour, his warmth of personality, 
his diplomacy and charm. The National Committee and the Mental Hygiene 
Movement in this country are greatly in his debt, and in relinquishing him 
to the rightful claim of Canada, after eight years of delightful association 
with him on “borrowed time” we wish him and the Canadian Mental Hygiene 
Movement a prosperous future and the best of good fortune. 

There is no doubt that workers in the field of mental health 
throughout the provinces of the Dominion, proud of Dr. Hincks’ 
achievements on the other side of the line, will be gratified to know 
that his major interests will again centre in Canada. 
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DR. STEVENSON BECOMES DIRECTOR OF THE 
NATIONAL COMMITTEE FOR MENTAL 
HYGIENE. 


As successor to Dr. Hincks, who retired April 1, 1939, the Board 
of Directors of The National Committee for Mental Hygiene has 
announced the appointment of Dr. George S. Stevenson as medical 
director. Dr. Stevenson has had a rich experience in psychiatry 
and mental hygiene. Graduating from the Johns Hopkins Medical 
School he served an interneship at the Henry Phipps Psychiatric 
Clinic and has had staff affiliations with the New York State Psy- 
chiatric Institute, the Cornell Medical School, the Vineland Train- 
ing School, and the University of Minnesota Medical School. In 
1926 he joined the National Committee, and since 1927 has been 
director of the Division on Community Clinics. More than anyone 
else Dr. Stevenson has been identified with the organization and 
development of the work in child guidance throughout the United 
States. In a just appraisal of this unique achievement J/ ental 
Hygiene observes, “Dr. Stevenson cultivated this field and acquired 
a competency and eminence in it such as to earn for his division its 
acknowledged authority as the national consultation bureau for 
child guidance work. He became the expert in “community diag- 
nosis, who, with Miss Clara Bassett, went across the country 
surveying and appraising the medical, educational and social re- 
sources of many of our cities, upon which the effective organization 
and functioning of child guidance clinic services have come to 
depend.” 

In a final tribute to his successor Dr. Hincks said: 

I am satisfied that no better man could be found to fill the important post 
of medical director of The National Committee for Mental Hygiene. In his 
capacity as director of the Division on Community Clinics Dr. Stevenson has 
won my highest admiration and esteem. He possesses the rare combination of 
a thorough scientific grounding, a broad social outlook, a critical yet tolerant 
mind, an ability to deal constructively with complex situations and tireless 


energy. His great contribution in our field is appreciated by scores of 
medical, health and social work leaders throughout America. 


It is understood that the Division on Community Clinics will 
remain under Dr. Stevenson’s personal supervision; and as he 
assumes his larger responsibilities it is safe to say that the fortunes 
of the National Committee are in safe hands. 
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MENTAL HYGIENE AND MUTUAL UNDERSTANDING 


A meeting, particularly significant at this time, will be held at 
Lugano, Switzerland, June 4-6, 1939. This is the sixth assembly of 
European mental hygiene societies which will convene immediately 
following the sessions of the Swiss Association for Neurology and 
Psychiatry, June 3-4. 

The Swiss National Committee for Mental Hygiene, after 
mature deliberation, decided to devote the entire time of the four 
scientific sessions to a single subject—‘Mental Hygiene and 
Mutual Understanding, Tolerance.” 

Delegates from Germany, France, Switzerland and other coun- 
tries will take part in the programme, which will explore the 
biological, psychological, sociological, educational, economic, racial 
and religious aspects of this vital theme of mutual understanding 
as between individuals, groups and peoples. 

All phases of the problem appear to be covered, save alone the 


political, which is not specifically mentioned in the advance pro-. 


gramme. No doubt speakers from different lands will agree upon 
the main issues ; mutual understanding is desirable, indispensable to 
progress ; obstacles to understanding will be recognized and under- 
stood ; ways to eliminate them will readily suggest themselves. 

3ut unfortunately the promotion of understanding between 
peoples which is properly the task of scientists, educationists and 
other students of human welfare, has been largely superseded by a 
propaganda of misunderstanding directed by leaders of states to 
whom the well-being of the individual and of society is secondary 
to national aggrandizement and the glorification of heads of gov- 
ernments. 

The Swiss National Committee for Mental Hygiene has pro- 
vided an excellent programme and a forum for discussion which 
should echo across Europe and bring the lessons of mental hygiene 
effectively to the seats of the mighty. But it must be confessed the 
odds are, for the time being, sadly unfavorable. 
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INTERNESHIPS, CALIFORNIA STATE HospitaL.—The State Per- 
sonnel Board of California announces that applications will be 
received at any time during 1939 for student interneships and 
senior interneships in the several state institutions. 

Applicants must be citizens of the United States, but there is no 
residence requirement. No written examination will be given. Ap- 
plicants will Be rated on education, experience and appraisal of 
scholastic record. Applications will be rated as soon as received, 
and the names of qualified candidates will be placed on the eligible 
list to fill anticipated vacancies in the state hospital service. 

Senior internes receive an entrance salary of $50.00 a month 
and maintenance for self and family. Student internes receive an 
entrance salary of $25.00 a month and maintenance. 

Application blanks or information may be obtained by addressing 
the State Personnel Board, 1025 P Street, Sacramento, California. 


SIGMUND FREUD FELLowsuHIPs.—The educational committee of 
the Boston Psychoanalytic Institute announces the choice of Dr. 
Charles Brenner, Dr. John Romano and Dr. George E. Gardner 
as recipients of the Sigmund Freud Fellowships for Psychoanalytic 
Training. 


Dr. OVERHOLSER HONORED IN MASSACHUSETTS.—At the regular 
meeting of the Massachusetts Psychiatric Society held March 24, 
1939, it was voted to make Dr. Winfred Overholser, superintendent 
of Saint Elizabeth’s Hospital in Washington, D. C., and former 
Commissioner of the Department of Mental Diseases of Massa- 
chusetts, an Honorary Member of the Society in recognition of his 
many years of work for the advancement of psychiatry in this 
commonwealth. 


ANNUAL MEETING OF THE AMERICAN OCCUPATIONAL THERAPY 
AssociaTIOn.—This Association will hold its twenty-second annual 
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meeting in conjunction with the American Hospital Association 
at Toronto, Ontario, September 25-29, 1939. This is the second 
time that these Associations have met in that city together. 


MentaL HeattH at New York Wortp’s’ Fair.—Mental 
hygiene and psychiatry will take their place at the New York 
World’s Fair. There will be represented two distinct exhibits ; 
one sponsored by the State Department of Mental Hygiene in the 
New York State Building; the other, by the National Committee 
for Mental Hygiene in the Medical and Public Health Building, 
is a part of a comprehensive health exhibit in the Hall of Man. 
The former will relate to facilities in New York State for the 
care of mental patients, and will be largely given over to showing 
the modern standards of care and treatment in the state hospitals 
and in their extramural clinics. The latter will give no attention 
to hospital and clinic arrangements, but is designed rather to 
convey in a constructive manner the principles and teaching of 
mental hygiene. 

At the Departmental exhibit will be portrayed a model of the 
Pilgrim's State Hospital at Brentwood, L. I., and close by one of 
the children’s group at Rockland State Hospital, Orangeburg, 
N. Y. Above this model will be pictorial painted hygiene charts 
which will depict the Management of Children, Suggestions for 
the Preservation of Mental Health, Prevention of Mental Disease, 
Success and Failure, Examination of Backward Children and 
Special Classes in Public Schools. On a rear wall of the exhibit 
an electric illuminated map will show by vari-colored lights the 
institutions and clinics of the Department. To the right and left 
of this map will be luminous charts, the one to the right showing 
roads to mental health, and the one to the left showing roads to 
mental disease. These roads lead to a city along a landscaped 
terrain, the one to the left depicting the slums or unsanitary kind 
typifying roads to mental disease, while the one to the right shows 
dwellings of the modern sanitary kind typifying the roads to 
mental health. Colored transparencies in cases and photo murals 
on the walls will portray scenes and activities of the institution. 

The organization of the National Committee for Mental Hygiene 
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exhibit, dealing exclusively with preventive aspects of mental 
health, presented many problems and difficulties by the abstract 
nature of the material; and a special committee was appointed to 
the World’s Fair Advisory Committee on Medical and Public 
Health to study the matter. An expert in exhibit designing was 
engaged by the committee and the design and arrangements are 
in modern form. Specially selected printed matter will be available 
for free distribution, and psychiatric social workers will be in 
attendance to guide the visitors, answer questions and give any 
assistance required. 

The exhibit consists of several parts: 

On the farther wall, opposite the entrance, as a sort of backdrop 
to the exhibit, will be painted a large mural showing in the upper 
part examples of success, happiness, efficiency, good adjustment, 
mental and emotional health, illustrated by appropriate figures. 
Paralleling these, at the bottom of the mural, will be the other 
figures illustrating, in contrasting colors, conditions of failure, 
inadequacy, frustration, unhappiness and maladjustment in its 
various forms and degrees. In between are shown symbolically 
the various types of mental-health agencies to which recourse can 
be had for advice and help in transforming those in the un- 
fortunate lower group into the status of the more fortunate 
higher group. Lines of reference will connect the figures in each 
group with the appropriate agency symbols. 

At various points on the floor, suitably spaced, will be set up 
various devices of different shapes and sizes graphically presenting 
mental-health ideas in one form or another. For example, one 
piece of apparatus, with frosted glass, will contrast the physically 
crippled with the mentally crippled. A picture of a healthy child 
is flashed on the glass, with a caption reading “You would not 
blind your child.” Then this figure turns into a silhouette, and 
a picture of a blind child appears and a new caption reads “But 
you blind his mind when with too much praise you blind him 
to his limitations, or with too much blame you blind him to his 
abilities, or when you give false information about sex.” The 
scene then changes to another series of pictures under the caption 
“You would not poison your child,” with contrasting state- 
ments, etc. 

A third contrivance is the “Question Box” presenting a disc- 
like surface on which are flashed, in consecutive order, a series of 
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the more commonly asked questions in the field of mental health, 
together with authoritative answers. 

Then there is the distortion mirror, designed to symbolize the 
concept of insight or “seeing ourselves as we are.’ Attached to this 
is a dial, which may be turned to any of five positions, in which 
one sees one’s self reflected as a superior, well adjusted or average 
personality, or as an inadequate, unstable or disordered personality, 
as the case may be. 

Another, more complicated mechanism is a machine illustrating 
the concept of balance in relation to mental life. From one end 
of the balancing arm are suspended the various theoretic forces that 
enter into personality and character make-up representing, for 
example, love, hate, fear, rage and other similar or contrasting 
emotions. From the other end is suspended the figure of a man 
who moves over an undulating surface on which are depicted 
various life situations and difficulties which confront him at one 
time or another, his adjustment or lack of adjustment to which 
indicates a balance or lack of balance of the forces of personality. 

Another display will be an illuminated, moving ribbon of type 
carrying short, crisp statements which convey pithy mental-health 
messages. Indeed, all of the exhibit captions will be of this char- 
acter—brief, pointed phrases and sentences that will not take long 
to catch the eye, that will merely carry suggestive ideas and will 
register in the mind of the spectator sufficiently, it is hoped, to 
stimulate his interest and impart some notion of the significance 
and importance and meaning of mental health and hygiene. 

The National Committee had the benefit of the advice of a large 
group of distinguished psychiatrists but a small committee, com- 
posed of Dr. Frederick W. Parsons, chairman, Dr. Ira Wile, Mrs. 
Henry Ittleson, Dr. David Levy, Dr. Karl M. Bowman and Dr. 
James S. Plant are responsible for translating into an exhibit the 
views of the larger group. Mr. H. Edmund Bullis of the National 
Committee served as secretary to the smaller active group. 

Practically every field of medicine will be represented in unusual 
and dramatic exhibits, and it is hoped that a permanent American 
Museum of Health will be established after the Fair devoted to 
mass education and health and hygiene. 


ANNUAL MEETING, NATIONAL CONFERENCE OF SocrIAL Work. 
The 66th annual meeting of the National Conference of Social 
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Work will be held in Buffalo, N. Y., June 18 to 24, 1939. It was 
in 1909 that the National Conference last met in Buffalo. 

The conference headquarters will be the Statler Hotel with 12 
other hotels designated for the use of delegates. Fifty-two As- 
sociate Groups and Special Groups have arranged to meet with 
the National Conference of Social Work. Total membership for 
the year ending 1938 was 6940, an increase of 2475 since the 
year 1934. 

A new feature for this year is the introduction of an orientation 
meeting to be held Monday, June 19, at 4 p. m. Many persons 
attending the annual meeting for the first time find it difficult to 
select those meetings which would be of most value to them from 
the large number of section, special committee and associate group 
meetings scheduled in the official, rather encyclopedic’ program. 
The orientation meeting is calculated to meet this difficulty and to 
provide early in the week a picture of the Conference as a whole 
in order that the resources of the annual meeting may be utilized 
to the fullest advantage by all. 

It is proposed to hold the Fourth International Conference of 
Social Work in Brussels, July 15 to 20, 1940, the main subject of 
the Conference to be “The Adolescent,” defining adolescence as 
the period from 12 to 20 years of age inclusive. In the event that 
it appears possible this fall to hold the Conference in Brussels in 
the summer of 1940, full details will be available at the office of 
the National Conference of Social Work in Columbus, Ohio, and 
memberships will be received beginning October 1. 


Dr. Matamup Goes To Worcester STATE Hospitat.—An- 
nouncement has been made by Dr. William A. Bryan, superinten- 
dent of the Worcester State Hospital, that Dr. William Malamud, 
assistant director of the Psychopathic Hospital, University of 
lowa, has been appointed clinical director of the Worcester State 
Hospital. 

Dr. Malamud, born in Rumania, and a graduate in medicine 
from McGill University, has served on the staff of the Boston 
Psychopathic Hospital, the Foxborough State Hospital, Mount 
Sinai Hospital and has studied extensively abroad. He is a diplo- 
mate of the American Board of Psychiatry and Neurology. He 
will assume his new duties at Worcester, July I, 1939. 
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GRADUATE CouRSE IN PsyCHIATRIC NurstnG At N. Y. STATE 
Psycuiatric INsTITUTE.—The New York State Department of 
Mental Hygiene offers to qualified graduate nurses a course of 
eight months in Psychiatric Nursing at the New York State Psy- 
chiatric Institute and Hospital, at the Medical Center, 722 West 
168 Street, New York City. Nurses who have had 3-4 months 
affiliation are given preference. The class will be admitted Octo- 
ber 1, 1939. Board and laundry service are provided during the 
course. For further information, address the Director of Nursing, 
N. Y. State Psychiatric Institute and Hospital, 722 West 168 St., 
New York, N. Y. 


THIRD INTERNATIONAL NEUROLOGICAL CoNGRESS.—In view of 
the doubt expressed by some Americans as to the advisability of 
holding the Third International Neurological Congress in Copen- 
hagen from August 21 to 25, 1939, the American Committee has 
communicated with the Danish Committee and requested an ex- 
pression of opinion from the Danish Committee. The Danish 
Committee has replied that they believe it is advisable to continue 
with the plans for the Congress and that if present conditions con- 
tinue there will be no question about postponement of the Congress 
and that it will be held in Copenhagen as already determined. 

BERNARD Sacus, M. D., Chairman, 
Henry Acsop Ritey, M.D., Secretary. 
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THE Open MINpD. ELMER ERNEsT SOUTHARD, 1876-1920. By Fredrick P. Gay. 
(Chicago: Normandie House, 1938.) 


The Open Mind is a biography of Elmer Ernest Southard, first professor 
of neuropathology in the Harvard Medical School and first director of the 
Boston Psychopathic Hospital. It is also the tribute of the author and of 
many former colleagues, associates and friends to a remarkable personality. 

Southard was born in 1876 and died in 1920. His scientific career extended 
over a period of less than 20 years. To the younger psychiatrist of today his 
name may mean little or nothing. It is then, a fortunate circumstance, that 
this inspiring account of his brief career has been compiled with such meticu- 
lous care and thoroughness and made generally available. 

The author intimates that, “the backbone of this biography lies as it 
properly should, in extensive quotations from what Southard himself wrote 
and said. The interpretation of his motivation and action rests on the descrip- 
tions of many colleagues, but in the last analysis, is of necessity, in many 
instances, my own. The preconception that I was writing not only about a 
friend but concerning a unique personality of astounding intellectual power 
has intensified as the record grew.” 

After a brilliant academic career, during which he was profoundly influ- 
enced by the Harvard group of philosophers of his time (including Josiah 
Royce and William James), Southard entered upon the study of medicine 
and obtained his M.D. degree in 1901. For the next four years under 
Mallory, at the Boston City Hospital, pathology and neuropathology were his 
chief preoccupations. During that time, however, he maintained a lively and 
active interest in philosophy and psychology. He began also the study of 
abnormal psychology. His further preparation for his life work was under- 
taken in Germany under Weigert, Nissl and others. Thus his training in 
gross and histologic pathology, special and general, was very broad and 
unusually thorough. During these years, Royce and James, Theobald Smith, 
Councilman and Mallory all exercised great influence upon him. 

His alert and keen intelligence however was characterized by extraordinary 
versatility and originality. He did not simply reflect such influences but 
rather absorbed them and from them synthesized much that was novel and 
unusual. His earlier publications were in the main case reports and labora- 
tory studies of brain infections, a field of work of very great interest and 
importance. He endeavored to reproduce analogous conditions in experimental 
animals at a time when such undertakings had considerable novelty. 

At that juncture Southard was appointed to an instructorship in neuro- 
pathology in the Harvard Medical School and pathologist to the Danvers 
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State Hospital. There he labored fruitfully for several years. During that 
period he inspired and directed the work of a group of young and eager 
colleagues. 

Southard’s work in neuropathology in the Harvard Medical School was of 


such quality that he was promoted to a full professorship in 1909. As a 
consequence of his Danvers appointment he had come to be more and more 


this led finally in 1912 to his appoint- 


active too, in clinical psychiatry, and 
ment as director of the newly created psvt hopathic departme nt of the Boston 
State Hospital, which later became the Boston Psychopathic Hospital. He 


continued also his work in philosophy and psychology. The biography con- 


tains a whole chapter devoted to those activities and to S ard as etymolo- 


gist and philologist. He had a great and enduring interest in words. 
Later he became interested in psychiatric social service and in the prepara- 


tion of workers for that field. The pioneer course at Smith College owed 
much to him. Mental hygiene, especially of industry was also added to his 
many other interests and he made contributions to that branch of sociology. 

Quite naturally this versatility exposed him to criticism of which he was 
well aware. One contemporary, Robert Yerkes, wrote of him, “He might 


just as well have been psychologist, neurologist, pathologist or psychiatrist.” 

He himself once said, “Among psychologists I am known as a chess player, 
ps} 2 pia) 

blindfold chess [an allusion to his interest in the game in which he was 


exceedingly proficient]; among psychiatrists I am known as an anatomist; 


among philosophers I am known as a psycl 


ogist and among clinicians as 
a neuropathologist.” He was however far from being a jack-of-all-trades. 
Rather he was one possessed of almost supernormal mentality. He recognized 
the fact that “science is one great field independent of little boundaries.” His 


} 
which impressed 


o 


distinction as an educator was perhaps the ch 
itself most upon those who came in contact wit 1 


1 him, whether briefly or for 
prolonged periods. He was a catalyzer and was ever engaged in the stimu- 


lation of productive scholarship. His industry during his scientific career 
was almost incredible. 

At the height of his powers he was stricken with a rapidly fatal illness and 
died at the early age of 43. That his death was a tragic loss to psychiatry 
and neuropathology is abundantly evident from a consideration of what he 
had accomplished in such a brief period. The final paragraphs of this book 
are worthy of quotation in full. They are as follows 

“I have finished my story of Ernest Southard’s life, a life of success beyond 
the measure of his years; of accomplishment, irrespective of time, far beyond 
the average. Compare his personality if you will, with another to whom 
in point of friendliness, kindliness and leadership he has been likened, Sir 
William Osler. And ask yourself further how much of the merited impress 
the great Briton would have left on medicine, had he died in his forty-fourth 
year, just after his assumption of the chair of medicine at Johns Hopkins 
University. 


“The pity of it is that no one with the depth and breadth. of approach that 
Southard had or with comparable energy and power of kindling enthusiasm, 
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has appeared to carry on his work from the point at which he left it nearly 
20 years ago.” 

The biography contains several interesting appendices including a complete 
bibliography. Dr. Myrtelle M. Canavan contributes the foreword: “He 
bestowed upon us the benediction of the open mind; a golden treasure if we 
can but preserve it.” 

Professor Roscoe Pound has written an introduction emphasizing the 
catholicity of Southard’s mind and indicating some of his more important 
contributions including the volume “The Kingdom of Evil,” published after 
Southard’s death. 

Personality however vivid has an intangible quality which renders difficult 
the task of even the most devoted and sympathetic biographer. Ernest 
Southard to an unusual degree exemplified this. Perhaps no study of his 
life and work could therefore do full justice to his brilliant, whimsical and 
elusive characteristics—those qualities with which he was so richly endowed. 
Nevertheless it may be doubtful whether any biographer could have achieved 
more. The author places readers of The Open Mind under a debt of gratitude 
for this remarkable life history. It should be freely available for students 
of medicine as well as of psychiatry. 

J. G. FitzGerap, M. D., 
University of Toronto. 


REPORT ON CARDIAZOL TREATMENT AND ON THE PRESENT APPLICATION OF 
HypoGtyceMic SHOCK TREATMENT IN SCHIZOPHRENIA. By W. Rees 
Thomas, M. D., F.R.C.P., D.P.M., and Isabel G. H Wilson, M. D., 
F.R.C. P., D. P. M. (London: His Majesty’s Stationery Office, 1938.) 


This excellent monograph by the Medical Senior Commissioner and the 
Medical Commissioner (England and Wales) provides a very serviceable 
reference to those clinicians using cardiazol and insulin therapy. The authors 
have surveyed the very extensive literature on the subject, and recorded all 
of practical value. The text is arranged in such a way as to make the infor- 
mation easily accessible. The opinions expressed are those of a number of 
leading authorities in various countries and are made without comment from 
the authors. That portion of the report dealing with “the present application 
of insulin treatment” serves to bring its companion volume “Hypoglycemic 
Shock Treatment in Schizophrenia” by I. G. H. Wilson up to date. The latest 
results of treatment and modifications in technique are described in detail 
including the combined insulin and cardiazol therapy. This is one of the 
most readable and yet comprehensive monographs that has yet come to notice. 

N. L. Easton, M. D., 
Toronto Psychiatric Hospital. 


An Intropuction To Cuitp Stupy. By Ruth Strang. Revised Edition. 
(New York: Macmillan Co., 1938.) 


In this book, which is written primarily for educators, the author attempts 
to provide a general orientation in the field of child study and at the same 
time a handbook for reference in dealing with everyday problems in the young. 


| | 
his 
logy. 
| 
| 
| | 
| 


1468 BOOK REVIEWS | May 


A great body of heterogeneous child-lore has been assembled and a healthy 
emphasis has been placed on factual as opposed to speculative material. In 
this much revised edition the scope of the work has been somewhat widened 
and new data have been included on the social and physical aspects of the 
subject, though the emphasis is on the psychological factors. 

The advice offered is conventional and based on scientific studies to which 
full reference is made. The chapters on the simpler problems of behavior and 
habit training are likely to appeal to the commonsense of the lay reader with- 
out offending the pediatrician and the psychiatrist. Although in a book 
designed to assist in practical management a rather dogmatic treatment is 
permissible, there is a tendency to oversimplification of behavior problems 
and a lack of reference to the existence of difficulties which need psychiatric 
understanding for their solution. 

The material has been divided into six age periods in each of which the 
physical and mental maturation, learning and behavior of the child with their 
lesser aberrations are discussed in relation to the particular phase of develop- 
ment. This arrangement renders it more consecutive and readable than would 
an organization by subjects. 

Although the book is essentially devoted to the normal, considerable space 
is devoted to discussion of abnormal behavior. In giving advice as to treat- 
ment the author has attempted to cover all the possibilities of a given problem 
rather than to impart a more general insight into the way the child thinks 
in relation to a total situation and let the readers think out the details for 
themselves. 

Little, indeed, is left to the imagination and the text is rich in useful tables 
and schedules and up-to-date bibliographies. Although this book does con- 
siderably more than “supply the minimum essentials to parents,” it should 
prove of value to the more studious among them as a work of reference and 
has the advantage that it contains little to frighten or discourage them. 

ALEXANDER KENNEDY, M. D., 
Johns Hopkins Hospital. 


PERSONALITY STRUCTURE IN SCHIZOPHRENIA. By Samuel J. Beck, Ph.D. 
Preface by C. Macfie Campbell, M.D. (New York: Nervous and 
Mental Disease Monographs, No. 63, 1938.) 


The monograph reports a Rorschach investigation in 81 patients and 64 
controls. It accordingly takes its place with the other well-known contributions 
of the author, who is in the first rank of those who sensed the possibilities of 
Rorschach’s technique as a fruitful approach to personality analysis. 

The report is a very clear account of one aspect of the larger program of 
investigations in schizophrenia being carried on in the Boston Psychopathic 
Hospital. Responses of schizophrenic patients are carefully contrasted with 
those of normal subjects and of patients not suffering from psychotic condi- 
tions. A great proportion of the analysis of results is statistical, and hence 
relies upon Beck’s method of classifying responses. The psychological impli- 
cations are not so clear; but to the reviewer they point to the interesting 
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generalization that the schizophrenics expressed themselves less personally 
than did the controls. Details normally disregarded—associations at the level 
of ephemeral or accidental relationship; meanings determined by spatial or 
temporal contiguity rather than by vital significance to any personal plan of 
interpreting the blots; responses requiring less effort or thought consistency 
on the part of the subject. These and other similar phenomena suggest that 
the schizophrenic’s performance reflects less of “himself” than is the case with 
normal subjects. His responses are more literally in touch with the reality 
of the ink blots, a reality that is fluid because meaningless and unorganized. 

Beck’s work as here reported substantiates the view that Rorschach initiated 
a very subtle and significant psychological procedure. His findings should 
stimulate further researches of this kind. Whether on the basis of Beck’s 
detailed analysis of types of response, or of a more frankly psychological 
interpretation of those responses, investigators should be able to go far in 
elucidating the characteristics of normal (and effective), as contrasted with 
abnormal (and ineffective) behavior at the level of conscious ideation. 

The title of the monograph may be questioned, since the experimental find- 
ings are concerned mainly with ideational symptoms of schizophrenia—and 
are similar to those noted in current reports by such investigators as Kasanin. 
“Personality structure” is hardly an apt phrase for describing either the 
purpose of the study or its outcome. 

W. Line, Pu. D., 
University of Toronto. 


UrBeR GEWALTTATIGKEITSVERBRECHER UND IHRE NACHKOMMEN. (Violent 
Criminals and Their Offspring.) By Dr. Konrad Ernst. (Berlin: Julius 
Springer, 1938.) 


The present volume is one of a considerable number which have appeared 
in Germany in the past several years dealing with various psychiatric- 
sociologic phases of the crime problem. It presents the results of a study of 
two generations of offenders, starting with 93 persons who have committed 
criminal acts of violence, and dealing also with their 558 offspring (including 
children-in-law). Of the entire group (wives included) of 787, 386 were 
interviewed and in the case of the others considerable data from court and 
prison records were available. 

From the psychiatric viewpoint, it is interesting to note that psychoses 
were very infrequent, either among the probands or their descendants, but 
that low intelligence and alcoholism were found to be significant in the first 
generation; indeed, Ernst reports that only three of the 93 probands were 
found not to have been considerably influenced by alcohol in their criminality. 
Ernst does not confirm Bonhoeffer’s findings as to the frequency of epilepsy. 
He discusses the personality types at some length, especially a group to which 
he refers as “die Primitiv-formlosen,” that type of unorganized personality 
so familiar to those who work in the criminal field. 

He makes the nct too startling finding that the worst parents (referring to 
the criminal record) have the worst children (as shown by the latters’ 
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records). Those criminals whom he calls polytropes, that is, those with a 
variety of offenses in their history, appear to show a greater degree of 
criminality in the descendants. In his discussion social and psychiatric factors 
are mingled freely, without much attempt to evaluate their relative significance. 

On page 90 Ernst quotes a series of factors said to be of prognostic 
significance as to recidivism; these he attributes to Exner, but the list is 
strongly reminiscent, to put it mildly, of the results of Eleanor and Sheldon 
Glueck’s studies. There are other examples of rather suggestive omissions in 
the list of authorities cited. 

The volume represents a study which is both intensive and extensive and 
is a contribution to a field in which until recently the German school of 
criminology was supreme. 

WINFRED OVERHOLSER, M.D., 
Saint Elizabeths Hospital. 


Love AND Happiness: INTIMATE PRoBLEMS OF THE MopERN WoMAN. By 
I. M. Hotep, M.D. (New York: Alfred A. Knopf, 1938.) 


This book, written by a physician who has paraphrased the name of the 


famous Egyptian for a pseudonym, purports to be a handbook on the sexual 
problems of women, but, as Logan Clendening says in a foreword, men could 
profit equally from a perusal of its pages. Though the author makes free use 
of the studies on the sexual life of women which have appeared in the last 


few years, most of the book is occupied with discussions of the problems that 
have come under the author’s own observation and it is this that gives it 
its value. 

A rather long introduction discusses the need for instruction in matters of 


sex and the objections often raised against it. Of the latter the doctor makes 
short shrift, forcing home his convictions by illustrative cases 

The first chapter of the book deals with the girl from 15 to 25 years. Here 
nearly all the questions and problems that beset girls of this age—and their 
parents—are threshed out with a frankness that lea 
However, the author leaves out of account the tendency of adolescence toward 
homosexuality, which he takes up in his next chapter dealing with women 


eaves little to be revealed. 

g 
from 25 to 40 years. It may be that a ago, when sex information 
was so carefully kept from adolescents, the girl frequently did not discover 


generation 


her homosexual inclinations until “sometime in the 20's.” But certainly at 
the present time high school and college form the period when the girl is likely 
to begin to think herself “different.’”” Perhaps because of the ease with which 
homosexual relations between women can be maintained, and the lack of 
social stigma attached to friendships between them, the girl does not often 
seek the advice of the physician, and parents, teachers and college authorities 
are likely to ignore the matter, often indeed being completely ignorant of the 
girl’s difficulties. 

The second chapter deals with the woman from 26 to 40 years, in an uncon- 
ventional manner and with a frankness that the usual physician or psychiatrist 
would not dare venture upon, no matter what his personal convictions. How- 
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ever, there is plenty of sensible discussion of the obstacles to marriage and 
of the personality traits which may stand in a woman's way, as well as the 
more obvious economic and social factors. 

A third chapter deals briefly with the “dangerous age” in woman, followed 
by sections on the married woman and the widow. Brief chapters on contra- 
ception and venereal disease close the book; they are factual and explicit, 
and, though the author does not hesitate to express his own views, he makes 
it clear that in practice he does not step outside ethical bounds. 

There is a brief but excellent bibliography and an index. 

There is no dearth of books at the present time dealing with various aspects 
of the sexual question. This one, confining itself to the love problems of 
women, is one of the best of them, and should be very useful to the psychiatrist 
or consulting psychologist, who will be called upen for help and advice in 
many of the problems discussed in it. 

WinirrepD RicuMonp, M. D., 
Saint Elizabeths Hospital. 


EMorioNAL PropLEMS IN CHILDREN. By J. Louise Despert. (Utica, N. Y.: 
State Hospitals Press, 1938.) 


The object of this study, according to the author, has been “not only to 
present techniques and show that there exists a working relation between 
them, but also to establish their relation to the total picture, under hospital 
conditions.” The material consists of the productions of 22 children from 
4 to nearly 14 years of age (6 girls, 16 boys), all of whom were patients on 
the Children’s Service of the New York Psychiatric Institute. They were 
classified as 16 primary behavior disorders, 4 psychoneuroses (psychasthenia, 
anxiety state, obsessive, compulsive type) and 2 psychoses (one dementia 
precox (hebephrenia), and one psychosis associated with epilepsy). 

The methods employed in this study include stories reproduced at the 
request of the physician (the relating of popular stories—fairy tales—and the 
child’s favorite story) and spontaneous narratives on a theme given by the 
physician (made-up stories, those dealing with a boy or girl, and stories about 
parents and as many children as the child wishes to include). The “formal” 
version is written out in class for the teacher. A second “emotional” version 
is given orally to the physician. Verbatim examples are included, which were 
taken down by the therapist during the interview with the child. The original 
story is compared with its emotional version and the differentiating items are 
used to indicate the relations of the child to his parents and siblings, as well 
as his fears and desires. 

Part 2 deals with an experimental play setup, that of “using a knife under 
certain conditions.” The child is shown a sharp knife and the physician 
discusses “at length the difficulties and dangers involved in handling a knife.” 
The child is told that he is to scrape a piece of cardboard and that he is being 
locked in the room in order that the other children on the ward might not 
come in and use the knife “inadvisedly.” The child is not observed during 
the hour he spends alone in the room, since a one-way screen is not available. 
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The physician interviews the child immediately after the daily scraping period 
and suggests the content which he wishes to obtain by asking such questions 
as, “What can one do with a knife?” or “Suppose you could do anything 
you wanted, what would you do?” The resulting material contains statements 
concerned with “cutting,” “murder,” “killing,” “death” and “cutting bellies.” 

A phase of increased destructiveness, irritability and quarreling follows 
this experimentation and then a phase in which there is “a free spontaneous 
expression of wishes and fears.” These take the form of a recurrent theme 
which is expressed in many forms, verbal, plastic or dramatic. Finally there 
is observed a tendency toward socialization and a reduction of destructive 
trends. 

There follows a description of children’s clay modelling and drawing 
(Part 3), which, it is emphasized, is only valuable together with “the proper 
associations.” The author again stresses the recurrent “theme” and states 
that “in all cases the children were productive and that their productions were 
of an aggressive character—in a// cases the affect was aroused and this was 
generally hostility in several cases mixed with anxiety.” 

In Part 4, the method of encouraging “collective phantasy” is discussed. 
A make-believe skyscraper was constructed by the boys, and the girls’ project 
dealt with the coming of Yuletide. The children themselves initiated the play 
of construction and were questioned directly as to what they would like to 
contribute. Through the medium of dramatic expression, imaginary radio 
broadcasts, drawings, poems and dance and song the skyscraper was built 
and Yuletide celebrated. Destructiveness was the common tendency among 
the boys. They entered into the game so actively that at times it turned 
into “general rioting.” Potential leaders were observed and the topics of 
“suicide,” “ 
The teachers reported that during the project the group as a whole became 
more cooperative and tolerant toward each other. 

Part 5 describes the playroom, its furnishings, and the methods employed 
in handling the child and his utterances. 

In Part 6 the author takes up the “integration of the play methods” in the 
specific setup of the children’s service of the Psychiatric Institute. The routine 
hospital procedure as described by Potter is referred to, and facts contributed 
by the social service worker, the teacher and nurse are reviewed. 

In attempting to evaluate what the author has accomplished, there is first the 
fact that all therapy is in the nature of a personal service. The material and 
its handling is of necessity highly individualistic. There are those therapists 
who would have laid much less stress upon that “old devil” aggression and 
the need to get “him” out at any cost, no matter how “riotous” the procedure. 
The chances one takes when a psychotic child is placed alone in a room with 
a sharp knife must be considered. The author reports a choreic girl with 
compulsions, who inflicted superficial cuts on herself before she learned to 
wield the knife. 

The reviewer has the feeling that much of the material is fragmentary and 
a roundabout way to come into grips with the actual issues. One wonders if 
it is necessary to arouse a child to such extremes of irritability and destruc- 


skeletons,” “explosions” and “accidents” came into the discussion. 
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tiveness in fancy and reality? Many of the children came from homes where 
they were criticized and beaten until they blindly fought back and lost the 
capacity for self-discipline. They can profit from a new understanding in a 
hospital environment amidst the tolerance and kindness of nurses and teachers 
and by gradually learning what they themselves have contributed to the total 
problem. It has been possible to obtain the confidence of self-assertive 
children and a return to average performance without stirring up “a phase 
of increased destructiveness.” 

The methods employed are clearly described. There is an excellent bibliog- 
raphy. The author has reported her experiences on an active children’s 
service in a detailed, frank and self-critical manner. The book will be of 
value to all those who are doing work with children. Dr. Despert has shown 
the way to a more intimate contact with the child. In working out these 
methods she has earned the thanks of her patients and fellow-workers. 

Jacosp H. Conn, M.D., 
Harriet-Lane Home, 
Johns Hopkins Hospital. 


GENERAL SEMANTICS. Papers from the First American Congress for General 
Semantics. By Count Alfred Korsybski and others. (New York: Arrow 
Editions. 1938). 


In 1933 appeared a formidable work, Science and Sanity by Count Alfred 
Korzybski in which the author showed that a science of evaluation, orienta- 
tion, meaning is fundamental to all branches of science and indeed, a pre- 
requisite to all correct thinking, therefore essential to mental health. False 
knowledge and wrong-headedness in general are variously explained as 
consequences of Aristotelian logic and such common human devices as 
“intensional” orientation (¢. g., in concepts of “identity,” “absolute”) and 
“elementalistic” thinking (¢. g., in body-mind dichotomy ). 

Korzybski’s book is difficult reading but his theories cannot be left out of 
account. A semantician would have no difficulty in interpreting the perverse- 
ness of the world of today in terms of ignorance of the science of meaning 
(semantics) on the part of those who are ordering world affairs. Likewise 
it seems reasonable to maintain that many of the problems of living which 
fall in the psychiatric field are also problems of the symbolism of words, 
and of the derivation of “meanings” which flow neither from the situation 
involved nor from the associated verbal symbols. The general theories and 
principles of semantics are discussed in this JouRNAL by Korzybski (July, 
1936) and Campbell (Jan., 1937). 

The volume under review brings together the papers presented at the First 
American Congress which was held in 1935. Three addresses by Count 
Korzybski are combined in an introductory article under the caption, “An 
Outline of General Semantics.” The remaining contributions have been 
grouped in five subdivisions: (1) Mathematics and Logic, (2) Psychology 
and Linguistics, (3) Education, (4) Sociology, (5) Biology and Psychiatry. 
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Among the readers of papers, here presented in somewhat condensed form, 
are Cassius Jackson Keyser (Columbia University), who deals with “Mathe- 
matics and Semantics”; Oliver L. Reiser (University of Pittsburgh) on 
“Non-Aristotelian System”; William Marias Malisoff (University of Penn- 
sylvania), “Multi-valued Logics’; Selden Smyser (Central Washington 
[State] College of Education), “Logics: Subverbal, Verbal, Superverbal” ; 
Raymond H. Wheeler (University of Kansas), “General Semantics and 
Gestalt Psychology”; Joseph C. Trainor (Central Washington College of 
Education), organizer of the Congress, “Technique for Inter-translating Psy- 


chological Theories”; C. E. Rugh (1 niversity of California), “Semantics 
and Pragmatism”; and others. 

At the end of the volume are included reports of experimental results of 
training in general semantics upon intelligence-test scores with normal 


pupils, and of training progress with retarded pupils; also reports on the 
application of general semantics as a psychotherapeutic measure in experi- 
mental observations at the University of Chicago Health Service and else- 
where, which appear to demonstrate the value of Korzybskian methods. 


The field is an intriguing one, her or not semantic procedures 


will serve all the purposes their enthu rs suggest, they present 
a basic logical discipline and contribute to the salutary illumination of what 


has aptly been called the “jungle of the mind.” 
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The Subject Index (Part I), covers original articles, biographic material, 
book reviews, obituaries and editorial comments. 

In searching for a specific article the Author Index (Part II), should be 
consulted if the name of the author is known since the complete bibliographic 
reference is to be found after the author’s name only. When there are two 
or more authors for an article the complete entry as shown appears only under 
the name of the first author. 

R. indicates a book review; the title of the book is followed by the author’s 
name, and is also listed by author under Book Reviews. Ed. indicates an 
editorial comment. 

Obituary notes and references appear under the heading Obituaries and 
under the names of individuals. 

Entries concerning all meetings of scientific bodies will be listed under 
Association Meetings. 


SUBJECT INDEX. 
PART I. 
A 


Acta Medica URSS (Ed.), 1241, Mar. "30. 
Administration : 
Conditions and Problems of California Mental Hospitals; Harry Lutgens, 
1103, Mar. ’39. 
Psychiatric Progress in California (Ed.), 984, Jan. ’39. 
Adolescence in France (Novel); Justin O’Brien (R.), 241, July ’38. 
Adolescents, Ward Designed for, in Bellevue Psychiatric Hospital; Frank J. 
Curran, 1365, May ’39. 
Adrenalin and Mecholyl in Psychoneuroses; Erich Lindemann and Jacob EF. 
Finesinger, 353, Sept. ’38. 
Alcoholism : 
Delirium, Aggravation after Withdrawal; Max Levin, 697, Nov. ’38. 
Delirium Tremens, Hydrotherapy in Treatment; Robert M. Bell and 
Percy C. Talkington, 161, July ’38. 
One Man’s Meat; Edward A. Strecker and Francis T. Chambers (R.), 
246, July ’38. 
Problem of Alcoholic in the Community; Robert V. Seliger, 701, Nov. ’38. 
American Board of Psychiatry and Neurology, Diplomates June 11, 1938 
(Ed.), 237, July ’38. 
American Board of Psychiatry and Neurology Recognized in New Massa- 
chusetts Legislation (Ed.), 488, Sept. ’38. 
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American Psychiatric Association : 
San Francisco: 
annual meeting, 227, 230, July '38. 
Proceedings, 421, Sept. 
Chicago: 
95th annual meeting, 740, Nov. '38. 
Scientific Exhibit, 745, Nov. ’38. 
Nominating Committee Report, 1241, Mar. ’30. 
A Mind Restored: The Story of Jim Curran; Elsa Krauch (R.), 908, 
Jan. 
Annual Reports : 
Rockefeller Foundation (1937), 740, Nov. °38 
Tavistock Clinic (1937), 742, Nov. '38. 
Arthritis Among Psychotic Cases, Paucity of; Donald Gregg, 853, Jan. '39. 
Association Meetings : 
A. A. A. S. Symposium on Mental Health, 743, Nov. ’38. 
American Association on Mental Deficiency (62nd annual meeting), 232, 
July ’38. 
American Association of Psychiatric Social Workers (annual meeting), 
1242, Mar. ’30. 
American College of Physicians (23rd annual meeting), 235, July ’38. 
American Congress for General Semantics (1st American Congress), 
1473, May ’39. 
American Congress on Obstetrics and Gynaecology (1st American Con- 
gress), 495, Sept. 
American Occupational Therapy Association (22nd annual meeting), 
1459, May 
American Orthopsychiatric Association (16th annual meeting), 986, 


Jan. ’39. 

American Physicians’ Art Association Exhibit (2nd art exhibit), 1238, 
Mar. ’30. 

American Psychiatric Association: See American Psychiatric Associa- 
tion. 


Association of Former Patients of the Psychiatric Institute, University 
of Illinois, 752, Nov. ’38. 

European Mental Hygiene Reunion (Correction), 235, July '38. 

International Hospital Association (6th Biennial 
Mar. 30. 

International Neurological Association (3rd International Congress), 
233, July 748, Nov. 1464, May 

Kentucky Psychiatric Association (2nd annual meeting), 988, Jan. ’39. 

Massachusetts Psychiatric Association, 1450, May °39. 

Medical Society of St. Elizabeth’s Hospital (2nd annual meeting), 990, 
Jan. ’39. 

National Conference of Social Work (66th annual meeting), 1462, 
May ’39. 


Association), 1245, 
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Philadelphia Post-Graduate Institute (4th annual meeting), 986, Jan. '39. 
Southern Psychiatric Association, 234, July '38; 495, Sept. ’38. 
Swiss National Committee for Mental Hygiene (6th assembly), 1458, 
May ’309. 
Autofellatio, Clinical Note; Eugen Kahn and Ernest G. Lion, 131, July °38. 
Autofellatio, Priority Report (Ed.), 493, Sept. ’38. 


B 


Barbital and Barbital Derivatives: See also Benzedrine. 
Intoxication and Psychosis, Symptoms and Treatment; Frank J. Curran, 
73, July ’38. 
Behavior Problem Children, Electroencephalographic Analyses; Herbert H. 
Jasper, Philip Solomon and Charles Bradley, 641, Nov. ’38. 
Benzedrine : 
Benzedrine Sulfate (Amphetamine Sulfate) and Phenobarbital in Epi- 
lepsy ; Benjamin Cohen and Abraham Myerson, 371, Sept. ’38. 
Benzedrine Therapy in Psychiatry, Results of 18 months; Eugene 
Davidoff and C. Reifenstein, 945, Jan. ’39. 
Biochemistry: See also Pharmacological Shock. 
Blood Sugar and Spinal Fluid Sugar in Mental Disease; E. P. Johns and 
G. H. Stevenson, 117, July ’38. 
of Dementia Precox; R. A. McFarland and H. Goldstein, 509, Nov. ’38. 
Biographies : 
Chapman, Ross McClure, 15, July ’38. 
Forel, August, Out of My Life and Work (R.), 1254, Mar. ’39. 
Southard, Elmer Ernest, The Open Mind; Fredrick P. Gay (R.), 1465, 
May ’39. 
Biological Approach to Abnormal Behavior; Milton Harrington (R.), 500, 
Sept. ’38. 
Blood Sugar and Spinal .Fluid Sugar in Mental Disease; E. P. Johns and 
G. H. Stevenson, 117, July '38. 
Bond, Dr. Earl D., Becomes Director of Research (Ed.), 746, Nov. '38. 
Book Reviews: 
Beck, Samuel J.; Introduction to the Rorschach Method, 502, Sept. ’38. 
Beck, Samuel J.; Personality Structure in Schizophrenia, 1468, May ’39. 
Bivin, George Davis, and Klinger, M. Pauline; Pseudocyesis, 1250, 
Mar. °39. 
Brock, Samuel; The Basis of Clinical Neurology, 245, July ’38. 
Brown, Wm.; Mind, Medicine and Metaphysics, 248, July ’38. 
Brugsch, Theodor; Ganzheits-problematik in der Medizin, 503, Sept. ’38. 
Chambers, Francis T.: See Strecker, Edward A., jt. auth. 
Clark, Le Mon; Emotional Adjustment in Marriage, 247, July ’38. 
Crothers, Bronson; A Pediatrician in Search of Mental Hygiene, 757, 
Nov. ’38. 
Davis, John Eisele; Play and Mental Health, 999, Jan. ’39. 
de Cholnoky, Tibor; Short-Wave Diathermy, 1002, Jan. ’39. 


| 
32, 
| 
36, | 
38, 
ty 
5, 


1478 ANNUAL INDEX | May 


Despert, J. Louise; Emotional Problems in Children, 1471, May °30. 

Diethelm, Oskar; Treatment in Psychiatry, 994, Jan. ’39 

Dunbar, H. Flanders; Emotions and Bodily Changes (2nd ed.), 1004, 
Jan. 

Ernst, Konrad; Ueber Gewalttatigkeitsverbrecher und ihre Nachkommen 
(Violent Criminals and their Offspring), 1460, May °39 

Fink, Arthur E.; Causes of Crime. Biological Theories in the U. S. 1800- 
1915, 761, Nov. ’38. 

Forel, August; Out of My Life and Work, 1254, Mar. ‘30. 

Gay, Fredrick P.; The Open Mind—Biography f Elmer Ernest 
Southard, 1465, May °3 

Grinker, Roy R.; Neurology, 245, July ’38 

Harrington, Milton; A Biological Approach to the Problem of Abnormal 
Behavior, 500, Sept. ‘38 

Healy, Wm.; Personality in Formation and Action, 992, Jan. ‘39 

Hepner, Wm.; Finding Yourself in Your Work, 1002, Jan. °39. 

Hinsie, Leland E.; Concepts and Problems of Psychotherapy, 1240, 
Mar. °30. 

Hotep, I. M.; Love and Happiness, 1470, May ‘39. 

Jackson, Josephine A.; Guiding Your Life, 992, Jan. ’39 

Jung, Carl Gustav; Psychology and Religion, 504, Sept. ’38. 

Klinger, M. Pauline: See |] 

Korzybski, Alfred and others; General Semantics. Papers from the 


ivin, George Davis, jt. auth 


First American Congress for General Semantics, 1473, May °30. 
Krauch, Elsa; A Mind Restored: The Story of Jim Curran, 998, Jan. ’39. 
Kuhnau, J.: See Stepp, W., jt. auth 
Landis, Carney and Page, James D.; A Modern Society and Mental 

Disease, 996, Jan. 

London, Louis S.; Mental Therapy, 759, Nov. ’38. 

Murphy, Lois B.; Social Behavior and Child Personality, 755, Nov. '38. 

National Committee for Mental Hygiene; Research in Mental Hospitals, 
1248, Mar. 

New York Municipal Reference Library; An Invitation to Read, 240, 
July ’38. 

O’Brien, Justin; The Novel of Adolescence in France, 241, July ’38. 

Page, Jas. D.; See Landis, Carney, jt. auth. 

Pascal, Constance; Chagrin D’Amour and Psychoses, 996, Jan. ’39. 

Paskind, Harry A.; See Reese, Hans H., jt. auth. 

Reese, Hans H., Paskind, Harry A., and Sevringhaus, Elmer L.; The 
1938 Year Book of Neurology, Psychiatry and Endocrinology, 1255, 
Mar. ’39. 

Renquist-Renpaa, Yrjo; Allgemeine Sinnesphysiologie, 1002, Jan. ’39. 

Rosanoff, Aaron J.; Manual of Psychiatry and Mental Hygiene, 249, 
July ’38. 

Ross, T. A.; The Common Neuroses—Their Treatment by Psycho- 
therapy, 408, Sept. 

Sadler, Wm. S.; Psychiatric Nursing, 745, Nov. '38. 
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Schilder, Paul; Psychotherapy, 1251, Mar. 30. 

Schroeder, H.: See Stepp, W., jt. auth. 

Schroeder, Paul; Child Guidance Procedures, 1001, Jan. ’39. 

Sevringhaus, Elmer L.: See Reese, Hans H., jt. auth. 

Siegrist, Henry E.; Socialized Medicine in the Soviet Union, 506, 
Sept. 

Stepp, W., Kiihnau, J., and Schroeder, H.; Die Vitamine und ihre An- 
wendung, 498, Sept. ’38. 

Stern, William; General Psychology from the Personalistic Standpoint, 
1254, Mar. 

Stone, Chester Tilton; Sexual Power, 244, July ’38. 

Strang, Ruth; An Introduction to Child Study, 1467, May ’39. 

Strecker, Edward A., and Chambers, Francis T.; Alcohol, One Man's 
Meat, 246, July ’38. 

Sutherland, John Preston; Malnutrition—The Medical Octopus, 998, 
Jan. ’39. 

Terman, L. M.; Psychological Factors in Marital Happiness, 1253, 
Mar. 

Thomas, W. Reese and Wilson, Isabel G. H.; Report on Cardiazol Treat- 
ment and on the Present Application of Hypoglycemic Shock Treat- 
ment in Schizophrenia, 1467, May 30. 

Wilson, Isabel G. H.: See Thomas, W. Reese, jt. auth. 

Brain Pathology : 

Cerebral Cortical Calcification Simulating Pick’s Disease; Eugen Kahn, 
Ernest G. Lion and Harry M. Zimmerman, 1027, Mar. 39. 

Korsakoff Psychosis in Spontaneous Subarachnoid Hemorrhage; Sidney 
Tarachow, 887, Jan. ’39. 

Rheumatic Endocarditis and the Histopathology of Psychoses; Walter I. 
Bruetsch, 335, Sept. ’38. 


Cc 


California Mental Hospitals, Conditions and Problems; Harry Lutgens, 1103, 
Mar. 
California, Psychiatric Progress, Dr. Rosanoff Appointed Director of Insti- 
tutions (Ed.), 984, Jan. ’39. 
Carbon Monoxide Poisoning, Neuropsychiatric Sequelae; Nathan Roth and 
Morris Herman, 1359, May ’30. 
Cardiazol Treatment; See Pharmacological Shock Treatment. 
Chandler-Wallis Act, Kentucky (Ed.), 737, Nov. ’38. 
Chapman, Ross McClure; See Biographies. 
Chicago, Psychiatric Facilities; Compiled by Illinois Society for Mental 
Hygiene, 1227, Mar. ’39. 
Child Psychiatry: 
Behavior Problem Children, Electroencephalographic Analyses; Her- 
bert H. Jasper, Philip Solomon and Charles Bradley, 641, Nov. ’38. 
Child Guidance Clinic, New Orleans (Ed.), 740, Nov. ’38. 
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Child Guidance Procedures; Paul L. Schroeder (R.), 1001, Jan. °39. 
Child Guidance Study, An /nvitation to Read (R.), 240, July ‘38. 
Child Guidance Study, Introduction to; Ruth Strang (R.), 1467, May °39. 
Emotional Problems in Children; J. Louise Despert (R.), 1471, May ’39. 
Social Behavior and Child Personality; Lois B. Murphy (R.), 755, 
Nov. ’38. 
Chorea Minor, Mental Changes; Donald Shaskan, 193, July ‘38. 
Colitis and the Personality; Warren T. Brown, Paul Wm. Preu, and 
Albert J. Sullivan, 407, Sept. °38. 
College Students, Psychoses among; Theophile Raphael and Mary A. Gordon, 
659, Nov. 38. 
Coma, Prolonged, following Insulin Shock; David Lester, 1083, Mar. 39. 
Commissions in Lunacy (People vs. Robert Irwin, Charged with Murder of 
3 Persons), 219, July ‘38; (Corresp.), Winfred Overholser, 733, 
Nov. 
Confabulation; H. W. Williams and Charles Rupp, 395, Sept. ‘38. 
Confinia Neurologica (Ed), 233, July ‘38. 
Constitutional Differences between Deteriorated and Non-Deteriorated Pa- 
tients with Epilepsy; Harry A. Paskind and Meyer Brown, 901, 
Jan. °39. 
Convulsive Disorders: See also Epilepsy, Pharmacological Shock Treatment. 
Public Health Approach to; B. T. McGhie and C. R. Myers, 1077 


Mar. ’39. 
Court of General Sessions, Psychiatric Clinic, New York City (Ed.), 235, 
July ’38. 


Crime: 
Causes of. Biological Theories in the U. S. 1800-1915; Arthur E. Fink 
(R.), 761, Nov. ’38. 
Commissions in Lunacy (People vs. Robert Irwin, Charged with Murder 
of 3 Persons), 219, July °38; (Corresp.), Winfred Overholser, 733, 
Nov. ’38. 
Criminals, Violent and Their Offspring (Ueber Gewalttatigkeitsver- 
brecher und thre Nachkommen), Konrad Ernst (R.), 1469, May °39. 
Parent Suicide and Child Murder in Japan (Ed.), 387, Sept. '38. 
Psychiatric Clinic, Court of General Sessions, New York City (Ed.), 
235, July 
Responsibility of the Community for; Judge Paul N. Schaeffer, 23, 
July 
Cushing, Dr. Harvey, Honored at Oxford (Ed.), 496, Sept. °38. 


D 


Delirium, Drug, Aggravation after Withdrawal; Max Levin, 697, Nov. °38. 

Delirium Tremens, Hydrotherapy in Treatment; Robert M. Bell and Percy C. 
Talkington, 161, July ’38. 

Dementia Przcox ; See Schizophrenia. 

Depressions which Follow Apparent Success; Chester L. Carlisle, 720, 
Nov. ’38. 
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Determinism in Psychiatry and Psychoanalysis; A. A. Brill, 597, Nov. ’38. 
Diathermy, Short-Wave; Tiber de Cholnoky (R.), 1002, Jan. ’39. 
Diplomates: See American Board of Psychiatry and Neurology. 
Drug Addiction: See Alcoholism, Barbital and Barbital Derivatives. 
Characteristics of the Addict (Ed.), 1233, Mar. °39. 
Delirium, Aggravation after Withdrawal; Max Levin, 697, Nov. °38. 
Fort Worth, Texas, New Hospital for (Ed.), 983, Jan. °39. 
Narcotics Control by Law in the United States; James E. Hughes, 881, 
Jan. 


E 


Electroencephalography : 
Cortical Dysrhythmias of Schizophrenia and Psychomotor Epilepsy; 
F. A. Gibbs, E. L. Gibbs and W. G. Lennox, 255, Sept. ’38. 
Electroencephalographic Analyses of Problem Children; Herbert H. 
Jasper, Philip Solomon and Charles Bradley, 641, Nov. ’38. 
Electroencephalograms of Psychotic Patients; Pauline A. Davis and 
Hallowell Davis, 1007, Mar. ’30. 
Emotional Adjustment in Marriage; Le Mon Clark (R.), 247, July ’38. 
Emotional Problems in Children; J. Louise Despert (R.), 1471, May ’39. 
Emotions and Affects, Influence on Surface Temperature; Lloyd H. Ziegler 
and Paul T. Cash, 677, Nov. ‘38. 
Emotions and Bodily Changes; H. Flanders Dunbar, 2nd ed. (R.), 1004, 
Jan. ’38. 
Epilepsy: Sce also Convulsive Disorders, Pharmacological Shock Treatment. 
and Schizophrenia, Analogies and Opposites; Herbert H. Jasper, 
Charles P. Fitzpatrick and Philip Solomon, 835, Jan. ’30. 
Constitutional Differences between Deteriorated and Non-Deteriorated 
Patients; Harry A. Paskind and Meyer Brown, go1, Jan. ’39. 
Inadequacy of Evidence for Hereditary Predisposition; Eugene Ziskind 
and Esther Somerfeld-Ziskind, 1143, Mar. ’39. 
Phenobarbital and Benzedrine Sulfate (Amphetamine Sulfate) Treat- 
ment; Benjamin Cohen and Abraham Myerson, 371, Sept. ’38. 
Psychomotor, and Schizophrenia, Cortical Dysrhythmias; F. A. Gibbs, 
E. L. Gibbs and W. G. Lennox, 255, Sept. ’38. 
Radiologic Gastrointestinal Studies; Leon J. Robinson, 1095, Mar. 39. 
Estrin Excretion in Psychotic Patients; John Lansbury and Joseph Hughes, 
1119, Mar. ‘39. 
Examination, Psychosomatic History and Techniques; H. Flanders Dunbar, 
1277, May 
Experimental Neurosis, Survey of Method to Produce; Stuart W. Cook, 
1259, May ’39. 


F 


Family, Psychiatric Patient's; Edwin E. McNiel, 923, Jan. ’39. 
Fatal Cases of Acute Manic-Depressive Psychosis; Charles P. Larson, 971, 
Jan. 
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Fellowships : 
National Committee for Mental Hygiene (Ed.), 492, Sept. °38 
Sigmund Freud (Ed.), 740, Nov. '38, 1459, May ‘39. 
Fever Therapy in Newurosyphilis; Aaron J. Rosanoff, 347, Sept. ‘38 
Finding Yourself in Your Work; Henry Walker Hepner (R.), 1002, Jan. °39. 
Finger Agnosia in Children; Alfred Strauss and Heinz Werner, 1215, 
Mar. °30. 
Forel, August: See Biographies 


Fracture of the Femoral Necks Caused by Metrazol Convulsions; Donald C. 
Somers and Robert P. Richardson, 1193, Mar. *39 


Freud in Exile (Ed.), 228, July ‘38 


General Hospitals, Psychiatric Services; Thos. J. Heldt, 865, Jan. ’39 
General Hospital, Psychotherapy in the; Theodore P. Wolfe, 1307, May °39. 
Gregg, Dr. Donald, Death of (Ed.), 1242, Mar. *39. 

Guiding Your Life; Josephine A. Jackson (R.), 992, Jan. °39 


Guthrie, Dr. Riley H., Goes to St. Elizabeth’s Hospital (Ed.), 987, Jan. ’39. 


H 


Hallucinations, Auditory Apparatus in; Elvin J. Semrad, 53, July ’38. 

Hawaii, Mental Health Program; Franklin G. Ebaugh, 873, Jan. '39 

Hereditary Predisposition in Epilepsy, Inadequacy of Evidence; Eugene 
Ziskind and Esther Somerfeld-Ziskind, 1143, Mar. °30. 

Hincks, Dr., Returns to Canada (Ed.), 1455, May °39 

Histopathology of Psychoses with Rheumatic Endocarditis; Walter I. 
3ruetsch, 335, Sept. 

Historical : 

Chicago, Psychiatric Facilities; Compiled by Illinois Society for Mental 

Hygiene, 1227, Mar. 


Crime, Causes of. Bi ical T] es in the U.S. 1800-1915; Arthur E. 
Fink (R.), 761, Nov. °38 

Forel, August, Out of My Life and Work (R.), 1254, Mar. '3 

Hincks, Dr., Returns to Canada (Ed.), 1455, May °39 

Somatic Treatment in Psychiatry ; Oskar Diethelm, 1165, Mar. ’39 

Southard, Elmer Ernest, The Open Mind (R.), 1465, May '39 

Stevenson, Dr., Becomes Director, National Committee, for Mental 


Hygiene (Ed.), 1457, May ‘30. 
Syria, Psychiatry in; E. Lennard Bernstein, 1415, May °39 

Huntington’s Chorea, Experiential Aspects: Ernest G. Lion and Eugen 
Kahn, 717, Nov. ’38. 

Hutchings, Dr., Tribute (Ed.), 738, Nov. 38 

Hydrotherapy in Treatment of Delirium Tremens; Robert M. Bell and 
Percy C. Talkington, 161, July '38. 

Hypertension, Essential, Hostility in Cases of; Leon J. Saul, 1449, May ’39. 

Hypoglycemia: See Pharmacologic Shock Treatment 

Hysteria, Concept of; Paul Schilder, 1389, May ’39 
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I 


Incidence of Mental Disease (Ed.), 989, Jan. ’39. 

Index—Revista Ibero-Americana de Analasis Bibliograficos de Neurologia y 
Psiquiatria (Ed.), 990, Jan. ’39. 

Infanticide and Parent Suicide in Japan (Ed.), 487, Sept. ’38. 

Infantile Reactions : 

Instinctive Reactions in New Born Babies; Margarethe A. Ribble, 149, 

July °38. 

Insulin Shock Treatment: See Pharmacological Shock Treatment. 

Interneships, California State Hospital (Ed.), 1459, May ’30. 

Intoxication, Barbiturate, Symptoms and Treatment; Frank J. Curran, 73, 
July °38. 


Jackson, J. Allen; Sec Obituaries. 
Japan, Parent Suicide and Child Murder (Ed.), 487, Sept. °38. 


K 


Katzenelbogen, Dr., Appointed to St. Elizabeth’s Hospital (Ed.), 239, July ’38. 

Kentucky, Chandler-Wallis Act (Ed.), 737, Nov. ’38. 

Kolb, Dr., Transferred to the Surgeon General’s Office (Ed.), 493, Sept. ’38. 

Korsakoff Psychosis in Spontaneous Subarachnoid Hemorrhage; Sidney 
Tarachow, 887, Jan. 


L 


Lange, Johannes; See Obituaries. 

Lauren, Dr., Becomes Physician-in-Chief at Pennsylvania Hospital (Ed.), 
746, Nov. '38. 

Legislation : 

Kentucky—Chandler-Wallis Act (Ed.), 737, Nov. ’38. 

Massachusetts—American Board of Psychiatry and Neurology Recog- 
nized, 488, Sept. ‘38. Commissioner of Mental Health, 750, Nov. ’38. 

Michigan—Raises Qualifications of State Hospital Superintendents, 986, 
Jan. 

New York—Commissions in Lunacy (People vs. Robert Irwin, Charged 
with Murder of 3 Persons), 219, July °38; (Corresp.), Winfred 
Overholser, 733, Nov. °38. 

Letchworth Village Survey (Ed), 744, Nov. °38. 

Love and Happiness; I. M. Hotep (R.), 1470, May °309. 

Love and Psychoses (Chagrin D’Amour and Psychoses) ; Constance Pascal 
(R.), 996, Jan. ’39. 

Lunacy, Commissions in (People vs. Robert Irwin Charged with Murder of 
3 Persons), 219, July ’38; (Corresp.) Winfred Overholser, 733, 
Nov. 
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M 

Malamud, Dr., Goes to Worcester State Hospital (Fd.), 1463, May °30. 

Malcolm A. Bliss Psychopathic Institute, St. Louis (Ed.), 405, Sept. ’38. 

Malnutrition, The Medical Octopus; John Preston Sutherland (R.), 908, 


Jan. '39. 
Manic-Depressive Psychoses 
Fatal Acute Cases; Charles 


YT 


Precipitating Situation and Outcom 


irs 


nm, 971, Jan. 39 


Robert C. Hunt, 65, July °38 


Massachusetts, American Board of Psychiatry and Neurology Recognized 
(Ed.), 488, Sept. 
Massachusetts, Commissioner of Mental Health (Ed.), 750, Nov. '38. 
Medical Education (Ed.), 1235, Mar. '39 
Memorial Lectures: 
Salmon Lectures for 1939 (Beyond the ( cal Frontiers, Edward A 
Strecker) (Ed.), 1240, Mar. °3 
Mental Health at New York World's Fair (Ed.), 1460, May ’30. 
Mental Health Program in Hawaii; Franklin G. Ebaugh, 873, Jan. ’30. 
Mental Hygiene and Mutual Understanding (Ed.), 1458, May '39 
Mental Hygiene and Psychiatry; A. J. Rosanoff (R.), 249, July °'38. 
Mental Therapy; Louis S. London (R.), 759, Nov. °38 
Metabolic Deficiency in Neuropsychiatric States; Erwin Wexberg, 1127, 
Mar. °30. 
Metrazol Treatment: See Pharmacological Shock Treatment 
Meyer Clinic at Rhode Island Hospital (Ed.), 751, Nov. '38 
Michigan Neuropsychiatric Institute (Ed.), 1239, Mar. ’39 
Michigan Raises Qualifications of State Hospital Superintendents, 986, 
Jan. 30. 
Mind of the Citizen; Lord Tweedsmuir, 19, July '38 
Mind, Medicine and Metaphysics; William Brown (R.), 248, July 38. 
Modern Society and Mental Disease; Carney Landis and James D. Page 
(R.), 906, Jan. ’39. 
Multiple Therapy in the Psychoses; H. H. Goldste E. F. Dombrowski and 
J. V. Edlin, 321, Sept. ’38. 
N 
Narcotics: See also Drug Addiction, Barbital and Barbital Derivatives. 
Control by Law in the United States; James E. Hughes, 881, Jan. ’39. 
National Committee for Mental Hygiene 
Hincks, Dr., Returns to Canada (Ed.), 1455, May °39. 
Stevenson, Dr., Becomes Director (Ed.), 1457, May °39 
Neurobiologia (Ed.), 991, Jan. ’390 
Neurology; Roy R. Grinker (R.), 245, July 38 
Neurology, Clinical; Samuel Brock (R.), 245, July ’38. 
Neuroses : 
Adrenalin and Mecholyl in Anxiety States; Erich Lindemann and 
Jacob E. Finesinger, 353, Sept. 38. 
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Neurosis, Experimental, Survey of Method to Produce; Stuart W. Cook, 
1259, May 

Neuroses, Treatment by Psychotherapy; T. A. Ross (R.), 498, Sept. 38. 

Neurosyphilis, Fever Therapy in; Aaron J. Rosanoff, 347, Sept. ’38. 

Nursing, Psychiatric; Wm. S. Sadler (R.), 754, Nov. ’38. 

Nursing, Psychiatric, Graduate Course, N. Y. State Psychiatric Institute 
(Ed.), 1464, May ’30. 


O 
Obituaries : 
Jackson, J. Allen, 1005, Jan. ’39. 
Lange, Johannes, 768, Nov. ’38. 
Patrick, Hugh Talbot, 1257, Mar. 39. 
Peterson, Frederic, 763, Nov. '38. 
Tilney, Frederick, 765, Nov. ’38. 
Walker, Wm. Kemble, 252, July ’38. 
Open Mind, A Biography of Elmer Ernest Southard; Fredrick P. Gay (R.), 
1465, May 
Out of My Life and Work; August Forel (R.), 1254, Mar. ’39. 


P 


Pediatrician in Search of Mental Hygiene; Bronson Crothers (R.), 757, 
Nov. ’38. 
Paresis, General, Treatment on the Mental Level of Patients; Samuel H. 
Epstein and Harry C. Solomon, 1181, Mar. ’39. 
Patrick, Hugh Talbot: See Obituaries. 
Penology: See Crime. 
Personality Adjustment, Verbalization and Language Symbols; Mandel 
Sherman, 621, Nov. ’38. 
Personality in Formation and Action; William Healy (R.), 992, Jan. 39. 
Personality Structure in Schisophrenia; Samuel J. Beck (R.), 1468, May ’39. 
Peterson, Frederic: See Obituaries. 
Pharmacological Shock Treatment : 
Adrenalin and Mecholyl in Psychoneuroses; Erich Lindemann and 
Jacob E. Finesinger, 353, Sept. ’38. 
Insulin: 
Chart for Recording ; Douglas Goldman, 317, Sept. ’38. 
Coma, Prolonged, following Insulin Shock; David Lester, 1083, 
Mar. 
Effects of Insulin Hypoglycemia on the Blood Pressure Response in 
Oxygen Deficiency in Man; S. H. Kraines and E. Gellhorn, 1067, 
Mar. °39. 
Hypoglycemic Treatment of Schizophrenia; E. O. Niver, S. Weisz 
and T. H. Harris, 799, Jan. '39. 
Shock and Convulsive States, Correlation of; Samuel D. Ingham, 
J. M. Nielsen and Karl O. von Hagen, 819, Jan. ’39. 
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Shock Treatment; A. H. Vander Veer and H. H, 
Sept. ’38. 

Shock Treatment; Eugene Ziskind and Esther Somerfeld-Ziskind, 
291, Sept. 

Shock Treatment; S. Katzenelbogen, Herbert Harms, Ruth Will- 
mans, S. Barkoff, Morris W. Brody and M. Hayman, 793, 
Jan. 

Shock Treatment; Charles W. Miller, 808, Jan. ’3 

Metrazol: 


Reese, 271, 


(Camphor) Treatment of Schizophrenia, Buffalo City Hospital; 
Alfred L. C. Ulrich, 807, Jan. '39 
(Cardiazol) and the Present Application of Hypoglycemic Shock 
Treatment; W. Reese Thomas and Isabel G. H. Wilson (R.), 
1467, May ’309. 
Convulsions in Man; S. Katzenelbogen, Morris W. Brody, M. Hay- 
man and Ellis Margolin, 1343, May ’39. 
Convulsions, Fracture in the Femoral Necks caused by; Donald C. 
Somers and Robert P. Richardson, 1193, Mar. ’39. 
in the Functional Psychoses; Charles P. Read, Louis Steinberg, Erich 
Liebert and Isidore Finkelman, 781, Jan. ’30. 
Treatment, Therapeutic Significance of Fear in; Louis H. Cohen, 
13490, May °30. 
Treatment; N. W. Finkelman, 303, Sept. '38 
Treatment; Guy H. Williams, Guy H. Williams, Jr., Helen M. 
Kingsbury and David E. Bixby, 811, Jan. ’30. 
Treatment in Chronic Psychotic Over-Activity; Louis H. Cohen, 
327, Sept. ’38. 
Insulin and Metrazol : 
Pharmacological Shock Treatment; John D. Ross, 769, Jan. ’39 
Pharmacological Shock Treatment; Karl M. Bowman, Joseph 
Wortis, Hyman Fingert and Julia Kagan, 787, Jan. ’39. 
Physiological Studies; Presented by G. Edward Hall, 553, Nov. ’38. 
Phenobarbital and Benzedrine Sulfate (Amphetamine Sulfate) in Epilepsy ; 
Benjamin Cohen and Abraham Myerson, 371, Sept. '38 
Physiological Studies : 
Emotions and Affects, Influence on Surface Temperature; Lloyd H. 
Ziegler and Paul T. Cash, 677, Nov. °38. 
Emotions and Bodily Changes; H. Flanders Dunbar (R.), 2nd edition, 
1004, Jan. ’39. 
Studies in Experimental Insulin and Metrazol Shock; Presented by 
G. Edward Hall, 553, Nov. ’38. 
Pick’s Disease, Cerebral Cortical Calcification Simulating; Eugen Kahn, 
Ernest G. Lion and Harry M. Zimmerman, 1027, Mar. ’39. 
Play and Mental Health; John Eisele Davis (R.), 999, Jan. "30. 
Policies and Projects in Organized Psychiatry—Presidential Address; Ross 
McClure Chapman, 1, July '38. 
Politics: See Legislation. 
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Presidential Address—Policies and Projects in Organized Psychiatry; Ross 
McClure Chapman, 1, July ’38. 
Pseudocyesis; George Davis Bivin and M. Pauline Klinger, 1250, Mar. ’39. 
Psychiatric Nursing: See Nursing. 
Psychiatric Patient’s Family; Edwin E. McNiel, 923, Jan. ’39. 
Psychiatrist’s Roles with His Patients; George S. Sprague, 135, July 38. 
Psychiatry (Ed.), 493, Sept. ’38. 
Psychiatry and Mental Hygiene; Aaron J. Rosanoff (R.), 249, July, ’38. 
Psychic Component of Disease Process in Cardiac, Diabetic and Fracture 
Patients (Part 2); H. Flanders Dunbar, Theodore P. Wolie, 
Edward S. Tauber and A. Louise Brush, 1319, May ’39. 
Psychoanalytic Therapy, Some Unsuccessful Reactions; Gerald R. Jameison 
and Edwin E. McNiel, 1421, May °39. 
Psychoanalysis, Determinism in Psychiatry and; A. A. Brill, 597, Nov. ’38. 
Psychological Factors in Marital Happiness; L. M. Terman (R.), 1253, 
Mar. 
Psychology and Religion; Carl Gustav Jung (R.), 504, Sept. ’38. 
Psychology from the Personalistic Standpoint; Wm. Stern (R.), 1254, 
Mar. 
Psychoneuroses: See Neuroses. 
Psychosomatic Studies: See also Somatic Diseases. 
Emotions and Bodily Changes; H. Flanders Dunbar (R.), 2nd edition, 
1004, Jan. ’39. 
History and Techniques of Examination; H. Flanders Dunbar, 1227, 
May 
Psychic Component of Disease Process in Cardiac, Diabetic and Fracture 
Patients (Part 2); H. Flanders Dunbar, Theodore P. Wolfe, Ed- 
ward S. Tauber and A. Louise Brush, 1319, May ’39. 
Psychosomatic Medicine (Ed.), 1246, Mar. ’39. 
Psychotherapy: See also Treatment. 
Concepts and Problems; Leland E. Hinsie (R.), 1249, Mar. ’39. 
in the General Hospital; Theodore P. Wolfe, 1307, May ’39. 
in the General Hospital, Psychiatric Services; Thos. J. Heldt, 865, 
Jan: 
Psychotherapy; Paul Schilder (R.), 1251, Mar. ’39. 
Public Health Approach to the Problem of Convulsive Disorders; B. T. 
McGhie and C. R. Myers, 1077, Mar. ’39. 


R 
Racial Incidence : 
Negro and White Admissions to Cincinnati General Hospital; Philip 
Sigmund Wagner, 167, July ’38. 
Radiologic Gastrointestinal Studies in Epilepsy; Leon J. Robinson, 1095, 
Mar. ’39. 
Rassegna di Neurologia V egetativa, Florence (Ed.), 746, Nov. 38. 
Read, An Invitation to (Child Guidance). Issued by New York Municipal 
Reference Library (R.), 240, July ’38. 
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Religion and Psychology; Carl Gustav Jung (R 04, Sept. "38 

Research in Mental Hospitals; National Committee for Mental Hygiene (R.), 
1248, Mar. ’39. 

Rheumatic Endocarditis and the Histopathology of Psychoses; Walter I. 
Bruetsch, 335, Sept. ’38 


Rockefeller Foundation (1937 See Annual Reports 
Rorschach Method, Introduction; Samuel J. Beck (R.), 502, Sept. ’38 
Rorschach Method, Graduate Course, Michael Reese Hospital (Ed.), 233, 
July °38; 988, Jan. °3 
Ryan, Dr. Edward, Death of (kd jo4, Sept 
Salmon Lectures: See Memorial Lecture 
Schizophrenia: See also Pharmacological Shock Treatment, Treatment 


and Epilepsy, Analogies and Opposites; Herbert H. Jasper, Charles P. 
Fitzpatrick and Philip Solomon, 835, Jan. '39 


and Psychomotor Epilepsy, Cortical Dysrhythmias; F. A. Gibbs, E. L. 
Gibbs and W. G. Lenn 255, Sept. ‘38 

Biochemistry of Dementia Priecox; R. A. McFarland and H. Goldstein, 
509, Nov. ’38. 

Course and Prognosis; W1 Malamud and Norman Render, 1039, 
Mar. 

Early Schizophrenia; D. Ewen Cameron, 567, Nov. 38 

Experimental Study of Concept Formation; Jacob Kasanin and Eugenia 
Hanfmann, 35, July °38 

Non-Specific Treatment in Dementia Precox; Clarence O. Cheney and 
Patrick H. Drewry, Jr., 203, July °38 

Personality Structure in; Samuel J. Beck (R.), 1468, May °39 

Prognosis in; John Romano and Franklin G. Ebaugh, 583, Nov. ’38 

Treatment of Total Organism; Wm. Corwin and John W. Thompson, 


1059, Mar. ’39. 
Treatment, “Total Push Method”; Abraham Myerson, 1197, Mar. 39. 
Treatment, “Total Push Method”; Kenneth J. Tillotson, 1205, Mar. 39. 
Vitamin B,, Effects of; L. H. Chase, 1035, Mar. *39 
Semantics, General. Papers from the First American Congress for General 
Semantics ; Count Alfred Korzybski and others (R.), 1473, May ‘39. 
Sexual Power; Chester Tilton Stone (R.), 244, July '38 
Sensory Physiology (Allgemeine Sinnesphysiologie), YrjO Renquist-Renpaa 
(R.), 1003, Jan. ’39. 
Social Behavior and Child Personality; Lois B. Murphy (R.), 755, Nov. ’38 
Socialized Medicine in the Soviet Union; Henry E. Siegrist (R.), 506, 
Sept. 38. 
Somatic Diseases: See also Psychosomatic Studies. 
in Psychotics, Relative Frequency; Frank S. Caprio, 185, July °38 
Treatment in Psychiatry, Historical View; Oskar Diethelm, 1165, 
Mar. ’39. 
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Southard, Elmer Ernest: See Biographies. 

Southern Psychiatry, Opportunities of ; George P. Sprague, 859, Jan. ’39. 

Soviet Union, Socialized Medicine; Henry E. Siegrist (R.), 506, Sept. ’38. 

Spinal Fluid Sugar in Mental Disease, Percental Relationship between Blood 
Sugar and; E. P. Johns and G. H. Stevenson, 117, July ’38. 

Stevenson, Dr., Becomes Director, National Committee for Mental Hygiene 

(Ed.), 1457, May ’30. 

Suicidal Attempt, 1817 Cases. Preliminary Statistical Study; Philip Piker, 
97, July ’38. 

Suicide, Parent, and Child Murder in Japan (Ed.), 487, Sept. ’38. 

Syria, Psychiatry in; E. Lennard Bernstein, 1415, May ’39. 


T 
Tavistock Clinic (1937): See Annual Reports. 
Temporal Localization, Loss of, as a Manifestation of Disturbed Self- 
Awareness; Louis H. Cohen and Gregory N. Rochlin, 87, July ’38. 
Tests: 
Rorschach Method, Graduate Course, Michael Reese Hospital (Ed.), 233, 
July ’38; 988, Jan. 
Rorschach Method, Introduction; Samuel J. Beck (R.), 502, Sept. ’38. 
Therapy: See Psychotherapy, Treatment. 
Tilney, Frederick: See Obituaries. 
Total Organism in Schizophrenia, Treatment; Wm. Corwin and John W. 
Thompson, 1059, Mar. ’39. 
“Total Push” Method in Treatment of Chronic Schizophrenia; Abraham 
Myerson, 1197, Mar. 
“Total Push” Method in Treatment of Chronic Schizophrenia; Kenneth J. 
Tillotson, 1205, Mar. 
Totality Problem in Medicine (Gansheits-problematik in der Medizin) ; 
Theodore Brugsch (R.), 503, Sept. ’38. 
Treadway, Dr., heads U. S. Public Health Service at Lexington, Ky. (Ed.), 
491, Sept. 
Treatment :. See also Adrenalin, Benzedrine Sulphate, Fever Therapy, Hydro- 
therapy, Pharmacological Shock Treatment, “Total Push” Method. 
in Psychiatry; Oskar Diethelm (R.), 994, Jan. ’39. 
Non-specific in Dementia precox; Clarence O. Cheney and Patrick H. 
Drewry, Jr., 213, July ’38. 
Psychiatrist’s Roles with His Patients; George S. Sprague, 135, July ’38. 
Somatic, Historical View; Oskar Diethelm, 1165, Mar. ’39. 
Therapy, Mental; Louis S. London (R.), 759, Nov. ’38. 
Therapy, Multiple in the Psychoses; H. H. Goldstein, E. F. Dombrow- 
ski and J. V. Edlin, 321, Sept. 38. 
Therapy, Psychoanalytic, Some Unsuccessful Reactions; Gerald R. 
Jameison and Edwin E. McNiel, 1421, May ’38. 
Total Organism in Schizophrenic Patients; Wm. Corwin and John W. 
Thompson, 1059, Mar. ’39. 
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Treatment on Mental Level of Patients with General Paresis; Samuel H. 
Epstein and Harry C. Solomon, 1181, Mar. ‘30 
Vitamin Bi, Effects of, in Schizophrenia; L. H. Chase, 1035, Mar. 39. 
Vitamin Treatment (Di itamine und il lnwendung); W. Stepp, 
J. Kuhnau, and H. Schroeder (R 198, Sept. °38 
Triplets, Mental Disorder in; Aaron J. Rosanoff, Leva M. Handy and Isabel 
Rosanoff Plesset, 1139, Mar. 


Verbalization and Language Symbols in Personality Adjustment; Mandel 
Sherman, 621, Nov. *38 

Vitamin B,, Effects of, in Schizophrenia; L. H. Chase, 1035, Mar. 39. 

Vitamin Therapy (Die und thre A dung); W. Stepp, Ktthnau, H. 


Schroeder (R.), 498, Sept. 


Walker, William Kemble: See Obitu 


Washington University, St. Louis, Establishment of Dept. of Neuropsychiatry 


(Ed.), 239, July 
White, Dr. William Alanson, Dedication of Portrait (Ed.), 1231, Mar. ’39. 
WPA Index of Research (Ed.), 743, Nov. °38 


Year Book of Neurology, Psychiatry and Endocrin y (1938); Hans H. 


Reese, Harry A. Paskind and Elmer L. Sevringhaus (R.), 125 


Mar. ’309. 
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AUTHORS’ INDEX. 
PART II. 
B 


Barkoff, S.: See Katzenelbogen, S.; jt. auth. 

sell, Robert M., and Talkington, Percy C.; An Evaluation of Hydrotherapy 
in the Treatment of Delirium Tremens, 161, July ’38. 

Bernstein, E. Lennard; Psychiatry in Syria, 1415, May ’39. 

Bixby, David E.: See Williams, Guy H., jt. auth. 

3owman, Karl M., Wortis, Joseph, Fingert, Hyman and Kagan, Julia; Re- 
sults to Date with the Pharmacological Shock Treatment of Schizo- 
phrenia, 787, Jan. ’30. 

Bradley, Charles: See Jasper, Herbert H., jt. auth. 

Brill, A. A.; Determinism in Psychiatry and Psychoanalysis, 597, Nov. ’38. 

Brody, Morris W.: See Katzenelbogen, S., jt. auth. 

Brown, Meyer: See Paskind, Harry A., jt. auth. 

Brown, Warren T., Preu, Paul William, and Sullivan, Alfred J.; Ulcerative 
Colitis and the Personality, 407, Sept. ’38. 

Bruetsch, Walter I.; The Histopathology of the Psychoses with Subacute 
Bacterial and Chronic Verrucose Rheumatic Endocarditis, 335, Sept. ’38. 

Brush, A. Louise: See Dunbar, H. Flanders, jt. auth. 


Cc 


Cameron, D. Ewen; Early Schizophrenia, 567, Nov. ’38. 

Caprio, Frank S.; The Morbidity Incidence of Degenerative Somatic Diseases 
in Psychotics in Comparison with the Same Type of Disease in Com- 
parable Age Groups in Civil Life, 185, July ’38. 

Carlisle, Chester L.; Depressions which Follow Apparent Success, 729, 
Nov. ’38. 

Cash, Paul T.: See Ziegler, Lloyd H., jt. auth. 

Chapman, Ross McClure; Biographical Sketch, 15, July ’38. 

Chapman, Ross McClure; Presidential Address, 1, July ’38. 

Chase, L. H.; Effects of Vitamin Br in Schizophrenia, 1035, Mar. ’39. 

Cheney, Clarence O., and Drewry, Patrick H., Jr.; Results of Non-Specific 
Treatment in Dementia Przcox, 203, July ’38. 

Cohen, Benjamin and Myerson, Abraham; The Effective Use of Pheno- 
barbital and Benzedrine Sulfate (Amphetamine Sulfate) in the Treatment 
of Epilepsy, 371, Sept. ’38. 

Cohen, Louis H.; The Early Effects of Metrazol Therapy in Chronic Psy- 
chotic Overactivity, 327, Sept. ’38. 

Cohen, Louis H.; The Therapeutic Significance of Fear in the Metrazol 
Treatment of Schizophrenia, 1349, May ’39. 
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Cohen, Louis H., and Rochlin, Gregory N.; Loss of Temporal Localization 
as a Manifestation of Disturbed Self-Awareness, 87, July '38 

Cook, Stuart W.; A Survey of Methods Used to Produce “Experimental 
Neurosis,” 1259, May '39 

Corwin, William, and Thompson, John W.; Treatment of the Total Organism 
in Schizophrenic Patients, 1059, Mar. °39 

Curran, Frank J.; Organization of a Ward for Adolescents in Bellevue 
Psychiatric Hospital, 1305, May ‘390 
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